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ACADEMIC DOSSIER
Academic dossier
Summary of the Academic Dossier
The Academic Dossier eonsists of four essays which are relevant to the four core 
placements. Adult Mental Health and People with Learning Disabilities were 
undertaken in year 1, Child, Adolescent and Family in year 2, and Older Adults in 
year 3. They are presented in the order in which they were undertaken.
Academic dossier
Adult Mental Health Essay 
YEARl
September 2001
Would there ever be a scenario in which a psychodynamic rather that a cognitive 
behavioural approach might be more appropriate in the treatment of obsessive- 
compulsive disorder?
Academic dossier
Introduction
The implication of this question is that it is less likely that there would be a case for 
choosing psychodynamic therapy over cognitive behaviour therapy (CBT) for patients 
suffering from obsessive-compulsive disorder (OCD). The task of identifying present 
or future ‘scenarios’ is compounded because of the dearth of literature on 
psychodynamic approaches for this disorder and in particular, literature based on 
scientific empirical evidence that we rely on to guide clinical practice within the 
National Health Service (NHS). In stark contrast, there is a wealth of research 
indicating CBT as an effective and in all senses an ‘appropriate’ treatment for OCD. 
Comparative treatment studies between these two approaches has been described as a 
“horse race between a Thoroughbred racehorse and a nondescript nag” (Elliot, Stiles 
& Shapiro 1993).
To draw conclusions from research studies alone would perhaps reflect more on the 
present climate of psychotherapy research rather than to conclude about the 
effectiveness of psyehodynamic and CBT approaches in the treatment of OCD per se. 
Therefore, the ‘ appropriateness ’ of each of these theoretical orientations will be 
discussed with reference to a) the formulation and treatment of the OCD, b) clinical 
issues such as co-morbidity, diagnosis, and therapist / patient variables c) current 
issues in psychotherapy research.
It will be argued that overall though the evidence in favour of a CBT approach of 
OCD is seductive; this does not constitute negative evidence for a psyehodynamic 
approach. Evidence gained through single case studies has shown psyehodynamic 
approaches to be effective and have the capability to inform our clinical practice. To 
disregard legitimate clinical findings gained from a particular theoretical orientation is 
to halt the process of therapy development and perhaps leave clinieians incapable of 
providing the most effective therapies to their patients. If we restriet our view of any 
particular psychological disorder to only one theoretical orientation, ironically this 
would possibly make us guilty of the inflexible thinking and interpretation the CBT 
orientation teaches us to rectify.
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For the purposes of this essay the term ‘psyehodynamic’ will refer to any 
psychoanalytically informed approach.
a) The Formulation and treatment of OCD
The CBT approach
OCD is an anxiety disorder with a prevalence of between 1% and 3% of the general 
population (Salkovskis & Kirk, 1997). It is characterised by recurrent intrusive 
thoughts and/or images followed by compulsive responses. These can be manifest in 
either behaviours or cognitions both of which ‘neutralise’ the unpleasant emotions 
caused by the intrusive thoughts. The DSM-IV (APA) makes the important 
distinction that the intrusive cognitions within OCD are not excessive worries about 
real life problems. Obsessions are distinguished from psychotic symptoms if they are 
recognised by the sufferer to be a product of their own mind. As intrusive thoughts 
are a ‘normal’ oecurrence, a diagnosis of OCD is only given when obsessions and/or 
compulsions cause a degree of social/occupational impairment and cause significant 
distress (Salkovskis & Kirk, 1997).
The foundation of present cognitive behavioural treatments is in learning theory, 
which gave rise to the development of behaviour therapy for the treatment of OCD. 
Mowrer (1960) postulated a model of fear and avoidance behaviour in anxiety 
disorders. This is where the fear of specific stimuli is acquired through classieal 
conditioning and maintained by operant conditioning processes, the individual first 
escaping, and then avoiding reduce aversive stimuli. Current behavioural therapy 
requires a reduction in the discomfort associated with obsessions along with a 
blocking of rituals that negatively reinforce obsessive fears and thereby maintain the 
disorder. This treatment is known as “exposure and response prevention” (ERF) 
where the patient is first exposed to the stimuli that elicits the obsessional response, 
then helped to abstain from avoidance and escape. (Salkovskis & Kirk, 1989).
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Results from behavioural therapy for OCD have been encouraging. Results in the 
region of 70% reduction in symptoms have been found (Foa, Steketee, & Ozarow, 
1985). However, a minority of patients did not respond to therapy and others declined 
or dropped out of treatment because of the demands of therapy. Stanley and Turner 
(1995) have estimated that the overall treatment ‘success’ is around 55%. One of the 
main problems with behavioural treatments is that they have little impact on patients 
who do not exhibit overt compulsive behaviours (Rachman, 1997). Hence, Salkovskis 
(1985) developed a cognitive approach that also takes account of the distorted patterns 
of thinking evident in OCD. The overall result was to combine the most effective 
elements of the two theories.
Cognitive Behavioural models of the emotional disorders are centred on the 
interpretations that individuals make as a result of their core beliefs. These 
interpretations then interact with emotion and behaviour to maintain the problem. 
Applied to OCD, Salkovskis hypothesised that it was not the eontent of the intrusive 
thoughts, which was the significant element as this is a universal phenomenon 
(Rachman and de Silva, 1978), but rather the interpretation made of them. For 
example OCD patients are likely to interpret the occurrence of an intrusive thought as 
an indication of their responsibility of harm or its prevention. The assumption that 
obsessions provoke anxiety and that rituals or compulsions reduce it is supported in 
research evidence (Rachman & Hodgson, 1980). This is an example of evidence, 
which supports the theory and is central to the model of OCD as it links the 
interpretation of the intrusive thought with both distress and the oeeurrence of 
neutralising behaviour. It has also been suggested that OCD sufferers are more 
susceptable to stress due to either biological factors or upbringing experiences 
(Rachman, 1971). This model distinguishes OCD from other anxiety disorders, a 
criticism of the behavioural model described above.
Cognitive behavioural therapy for OCD arises directly from the theory described 
above. Patients are taught methods of re-evaluating their distorted thinking to show 
that obsessive thoughts are irrelevant to further action. The theory predicts that in 
order that treatment is effective, patients must modify the beliefs involved in
12
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misinterpreting the intrusive thoughts as indicating increased responsibility and the 
compulsive behaviours, which maintain the beliefs. In conjunction, treatment also 
involves exposing patients to the feared stimuli whilst blocking neutralising 
behaviours (essentially ERP).
One of the reasons for the success of the CBT approach is that it addresses and aims to 
rectify the thoughts and beliefs that prevent people entering ERP treatment and cause 
them to drop out. The cognitive element helps to modify the beliefs that produce 
distress as well as initiate compulsive behaviours. Therefore, the patient can see that 
stopping the compulsive behaviours is less dangerous.
General treatment strategies in CBT are briefly described as follows: firstly a shared 
understanding of the psychological model of the problem must be generated between 
patient and therapist. This enables the patient to understand an alternative explanation 
for their intrusive thoughts which is less threatening. This also reflects the 
collaborative nature of CBT and should allow for an accurate, idiosyncratic 
formulation. This is vital, as the patient may be reluctant to disclose the content of 
their intrusive thoughts and may also have developed covert compulsive responses. 
Patients are then taught to generate alternative appraisals of their intrusive thoughts 
and carry out behavioural experiments to gather alternative evidence for their new 
interpretations. Relapse prevention is also an important element of therapy where 
patients’ future difficulties are identified.
Evidence for the CBT approach
As stated previously there is a wealth of data from research trials comparing 
behavioural, cognitive, CBT and pharmacological interventions. Emmelkamp and 
Beens (1991) compared a combined cognitive and behavioural treatment with ERP. 
They found that both groups improved on most measures compared to pre treatment, 
however no group differences were detected. The generalisability of these findings is 
limited, as the drop out rate for this sample was 30%, higher than in previous studies. 
Van Oppen, de Haan, Van Balkim, Spinhoven, Hoogdun & Van Dyck (1995) focused
13
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on the pure cognitive and behavioural elements of treatment by comparing ERP with 
cognitive therapy based on Salkovski’s model. He found that cognitive therapy with 
no exposure was as effective as ERP. On follow up, both groups had continued to 
improve. These two examples are typical of a number of controlled trials that have 
found cognitive therapy, ERP and combinations to be comparable in efficacy. 
However, most studies involved only small sample sizes, and many of the cognitive 
therapies used did not directly address faulty appraisals that are central in Salkovskis 
model. Freeson, Ladovceur, Gagon, Thibodeau, Rheaumer, Letarte, & Bujold in 
1997 did conduct a study that focused specifically on OCD related beliefs and found a 
substantial reduction in self-report and assessor rated obsessional symptoms compared 
to a control group. Unfortunately, this study did not include a behavioural comparison 
control. Also, a significant practical difficulty with comparing ERP with CBT is that 
ERP therapists typically discuss dysfunctional beliefs during exposure sessions. Foa 
and Kozak (1986) stipulate that this is crueial to the efficacy of ERP. Though the 
active ingredients of therapy are unclear, the results summarised above suggest that 
cognitive and behavioural elements produce effective results.
Further evidence for CBT can be found in the comparison of CBT with 
antidepressants. Antidepressants are widely accepted as effective in the treatment of 
OCD. A meta-analysis of outcome studies (Christensen, Hadzi-Pavlovic, Andrews, 
and Mattick, 1987) suggests that antidepressant medication may have a direet effect 
on obsessions. A meta -analysis on outcome studies of combination treatments (CBT 
and antidepressants) suggest that combination treatment is equally effective as CBT 
alone. More patients were found to drop out of combination treatment than firom 
CBT. Combination treatment is more effective than antidepressants alone and 
therefore it can be concluded that CBT enhances the effect of antidepressants alone.
The CBT approach to OCD provides a clear understanding of the origins and the 
maintenance of the disorder. Clear links are made between the theoretical model, 
clinieal presentation, and the subsequent treatment procedures. The approach lends 
itself to scientific measurement and evaluation by following standardised diagnostic 
criteria, and by measuring symptoms using standardised measures. The goals of 
therapy though idiosyncratic are based on the intensity and frequency of symptoms.
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The evidence represented above is -not without criticism, and some of the 
methodological issues will be diseussed later. However, without competition it seems 
hard to imagine that CBT will not remain to be the treatment of choice for OCD. 
Therefore, if ‘appropriateness’ is judged on empirical and scientific evidence, there is 
at present no seenario in which psyehodynamic approach would be ehosen over CBT 
within the NHS.
The psyehodynamic approach to OCD
Psyehodynamic approaches to OCD view obsessions and rituals or compulsions as 
directly relating to underlying character structure. They assume that obsessions and 
rituals are defensive strategies that function to ward off disturbing impulses. In 
Freud’s original psychoanalytical theory of what he termed ‘obsessional neuroses’ 
(1909) he postulated that the key to understanding the psyehodynamic processes 
involved was to recognise the defenee mechanisms which he hypothesised produce 
the symptoms. The defence mechanisms identified with OCD are regression (which 
lead to anal-sadistic concerns with control), isolation, reaction formation, undoing, 
and displacement.
Psyehodynamic therapy involves gaining insight into the determinants of one’s 
irrational feelings, thoughts or behaviours that produce discomfort. The mechanism 
by which psyehodynamic therapy aims to achieve this insight is through transference 
and interpretation. Transference is where the patient reacts to the therapist as if the 
latter represents an important or influential figure from childhood. Conflicts and 
problems are reinstated in the therapy room where they are interpreted by the 
therapist. Interpretation is the method by which unconscious thoughts and behaviour 
is revealed and is designed to open up new perceptions that then neutralise conflicts 
and defences. The psyehodynamic theory for OCD seems to remain fundamentally 
constant and little has been added to its development since Freud’s original 
formulation.
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Evidenee for a psyehodynamic approach
The evidence supporting the use of psyehodynamic therapy for OCD is sparse and has 
met with resistance because of the lack of scientific control underpinning the studies. 
Sifiieos (1985) conducted a trial of short- term anxiety provoking dynamic 
psychotherapy. This is where the therapist having established an agreed ‘dynamic 
formulation’ of the problem proceeds to interpret the patients underlying conflicts. 
This produces insight, anxiety and subsequent symptom resolution. There is also an 
educational element to this therapy (a move away from the assumption that 
behavioural change will necessarily follow conflict resolution) where patients leam 
new problem solving skills that are thought to become an integral part of the patients’ 
eharaeter structure. He reported positive results not only in the reduction of 
symptoms, but also in various other domains such as self-esteem, interpersonal 
relationships and work performance. It has been held that any short term 
psyehotherapeutic work is incapable of making fundamental character changes, 
however, Stifiioes claims that on long term follow-up, basic changes in character 
structure do take place. Unfortunately he fails to define what periods of time are 
indicated in ’short’ term therapy and ‘long’ term follow up. Stetekee and Lam (1993) 
further attack this research, as the cases that Sifheos describe do not display symptoms 
that meet DSM-III criteria for OCD.
A ‘meta- analysis’ of outcome studies of psychoanalysis for OCD patients was carried 
out by Cawley, (1974). He found some reduction in symptoms but it is difficult to 
draw any conclusions as the trials considered were not controlled, and furthermore a 
consistent diagnostic criteria was not applied. Cawley himself denounced the use of 
psychoanalysis stating that it had “no place” in treating obsessional disorders.
There seems to be general agreement that psychoanalytically informed therapies are 
not effective in the treatment of OCD symptoms. The above research projects typify 
the methodological constraints present in psyehodynamic therapy research for 
example lack of consistent diagnosis, measurement tools and control groups.
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However, literature on the single case study reflects a more positive and eertainly a 
clinically interesting account of psyehodynamic therapy for OCD.
A single case study carried out on a patient found to be resistant to both behavioural 
and psychoanalytical therapy was illustrated by Kay (1996). Kay acknowledges that 
psyehoanalytic therapy is ineffective at reducing OCD symptoms but enquires as to 
the usefulness of this approach to the person suffering from OCD. Kay uses the 
methods of transference and interpretation but foeuses not directly on unconscious 
meaning behind symptoms, but rather the unconscious meaning behind the patient’s 
resistance to treatment. Once this ‘conflict’ had been resolved the patient showed 
marked symptom reduction. The issue here is confounded somewhat as the patient 
also became compliant with medication during his treatment. Also as Gabbard 
comments this paper, the patient’s corrective emotional experience undergone may 
have constituted an “object-relational variant of exposure in vivo”. It is therefore 
impossible to isolate the active ingredients of therapy but it can be said that the 
therapy received precipitated all of the above changes and that psyehodynamic 
therapy was ‘appropriate’ in the scenario of a treatment resistant patient. Gabbard, 
(2001), believes that many patients suffering from OCD are ‘highly invested’ in 
maintaining symptoms due to their unconscious meaning. He adds that a 
psyehodynamic formulation may be helpful in understanding the meaning of 
symptoms, and subsequently may be of assistance in increasing compliance with 
cognitive-behavioural or pharmacological treatment programmes.
From Kay’s paper (1996) we can also see that CBT and psyehodynamic approaches 
are not mutually exclusive in the processes undergone by the patient and there are 
certainly more general issues in therapy they have in common. For example, a study 
comparing changes in both obsessive symptoms and adaptive defence mechanisms 
was carried out by Albueher, Abelson & Nesse (1990). Following a course of 
behaviour therapy, it was found that patients improved on both measures. It was 
concluded from this study that there is a reciprocal relationship between defence 
mechanisms and psychiatric symptoms. In other words it could be that the both these
17
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approaches tap into active elements of OCD, are we therefore merely looking at a 
semantic difference?
It is clear that the CBT model represents a different conceptualisation of OCD to the 
psyehodynamic approach. The CBT model is the result of the seientific development 
of theory based on empirical evidence, from learning theory through behavioural 
theory and finally incorporating a cognitive element. Its evolution has been based on 
research and clinical findings and in turn its application has been routinely evaluated 
and updated. It is a model, which applies to a specific disorder and as such is based 
on a precise definition of that disorder. The measures used in the assessment of 
symptoms e.g., Yale OCD questionnaire (1989) are those same measures that allow 
quantitative analysis and subsequent rigour in the scientific evaluation of techniques 
used. As such it considered to be a low eost, high efficiency therapy most commonly 
used within the NHS.
In contrast, the psyehodynamic approach offers more of an explanation than a theory 
of OCD. Here, symptoms of OCD are conceptualised in the broader framework of 
character structure. Techniques used in the treatment of OCD are not tailored to the 
particular disorder and the underpinning theory of subconscious conflict also 
underpins other emotional disorders. Patients treated using a psyehodynamic 
approach in studies cited do not always conform to the strict diagnostic criteria.
The differences in the reported efficiency of using the two approaches in the treatment 
of OCD are marked. CBT research data lends itself well to making judgements about 
therapy in relation to the particular disorder, but suffers from problems of external 
validity. On the other hand, the psyehodynamic literature provides good insight into 
which individuals benefit from therapy but this is criticised as being ‘unscientific’. 
These issues are confounded by other variables often overlooked in research trials.
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b) Clinical Issues
Diagnosis
As seen from the research findings above, the focus of cognitive behavioural 
treatments is often directed towards psychiatric diagnosis as a function of the clinical 
disorder. Classificatory systems such as DSM-IV (APA 1994) are used 
internationally and it is certainly sensible to have an accurate shared understanding of 
disorders for research purposes. However, in psychotherapy research, diagnostic 
classification can be problematic.
Diagnostic categories can give the impression of homogeneity, rather than reflecting 
the complexity of clinical work. A diagnosis may have a variety of clinical 
implications depending on the context. Psychosocial factors such as unemployment, 
relationship difficulties, and serious physical illness are not categorised within the 
DSM IV, and furthermore there is no mention of underlying defence mechanisms, the 
construct that underpins psyehodynamic approaches. Psyehodynamic treatments are 
offered on the basis of suitability for treatment rather than on a strict diagnosis.
Comorbidity
OCD patients commonly meet the criteria for more than one axis 1 disorder 
commonly depression, panic and generalised anxiety disorder. (Rasmussen & Risen 
1992). The relationship between diagnosis and treatment planning is perhaps more 
complex than indicated by research findings. Manualised treatments, which are 
commonly used in researeh trials focus on only one specific clinical dysfunction 
which limits the external validity. The problem of applying such findings to patients 
with comorbid diagnoses is that there may be a poor end state functioning because at 
the end of treatment they are still showing symptoms relating to the untreated 
comorbid condition.
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In their paper comparing cognitive -  behavioural and psyehodynamic treatments of 
children and adolescents, Lis, Zennaro, & Mazzeschi, (2001) suggest that is 
impossible to arrive at a formulation of comorbidity that is independent of theoretical 
formulation. For example, in psychoanalytically informed psychotherapy, 
symptomatology is the expression of a complex inner world. This less concerned with 
separating one symptom from another whereas eognitive behavioural treatments are 
more concerned about focussing on disorders without comorbidity.
Therefore it may be that in the case of patients with comorbid conditions a 
psyehodynamic approach is more theoretically ‘appropriate’ as the same techniques 
apply to all psyehological dysfunction. However such conclusions are impossible to 
derive from the available data which is all based on DSM IV criteria.
Patient and Therapist variables
Differences in treatment outcome are at least partially attributed to the particular 
techniques used with particular problems. However there are also indications that 
variability in outcome is attributable to other factors. (Roth & Fonagy, 1996)
Diagnostic categories mean that there is consistency between studies in patient 
selection but for the psyehodynamic orientations, this system is over simplistic. The 
external validity of Cognitive Behavioural research has also been questioned due to 
the rigorous selection of patients for study. Therefore it may be more clinically 
informative to look at ways in which patients can be distinguished within categories 
with regard to patient characteristics and treatments. This would then inform of us of 
specific scenarios in which particular patients are treated more appropriately by 
specific approaches.
Therapist variables cannot be ignored in determining the effects of different therapies. 
In partieular, demographics and the therapeutic alliance are thought to be highly 
influential factors irrelevant of the therapy or therapy orientation being delivered. The
20
Academic dossier
effects of demographic qualities, which influence treatment outcome, are notoriously 
difficult to clarify. For example, therapist age is commonly confounded by level of 
experience. Some research has shown experienced therapists to be more likely to 
retain patients in treatment (Crits-Christoph, Baranackie, Kurcias, Beck, Carroll, 
Perry, Luborsky, McLellen, Woody, Thompson, Gallagher & Zitrin, 1991).
Therapeutic alliance is widely recognised as contributing to therapeutic success 
regardless of therapy orientation (Hovarth, Gaston & Luborsky, 1993)
However, there is little available information about specifieally which therapist 
variables are intrinsic to the therapeutie alliance. Patient variables which are thought 
to be associated with a poor alliance are amongst others, difficulty in maintaining 
relationships and lack of psychological mindedness, (Kokotovic & Tracey, 1990).
Therefore, the issue of ‘appropriateness’ is complicated fiirther by factors that are 
extremely difficult to isolate and evaluate. The efficacy of these factors can be 
maximised and better controlled with the use of manuals. Though these have been 
received with scepticism, particularly from psyehodynamic practitioners, they can 
help to ensure that boundaries are adhered to, to ensure therapist competence, and to 
maximise the general effects of therapy (Fonagy, 1999). The use of manuals has been 
made a more pertinent issue of late with the introduction of clinical governance. 
Health managers are now held accountable for the quality of interventions delivered 
within their teams, and the use of manual based therapy will undoubtedly aide this 
process.
It is clear that there are various factors common to psychotherapies of both 
psyehodynamic and cognitive-behavioural orientations, which will be discussed 
further below.
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c) Psychotherapy Research Issues
Similarities between approaches
Researeh evidence as discussed above makes judgements about whieh therapies are 
effective, and which are not, and much has been learned about the power of different 
techniques used to treat mental illness. However, there seems to be a significant gap 
in the literature of direct comparisons between psyehodynamic and cognitive 
behavioural approaches. One reason for this may be inherent in the questionable 
dichotomy made between psyehodynamic and cognitive behavioural approaches. 
Both orientations of therapy involve the general faetors of empathy, therapeutic 
alliance and collaboration (Luborsky, 1984). Without these vital effects neither form 
of therapy eould be said to be appropriate in the treatment of OCD.
Psyehodynamic and Cognitive Behavioural orientation differences are sometimes 
termed as ‘traditional Vs prescriptive’ differences (Elliot, Stiles & Shapiro, 1993). 
This distinction has been clouded by some of the more modem therapies. For 
example, prescriptive therapies are commonly thought to be time-limited and the 
stmcture of therapy often dictates a set number of sessions (this is particularly so for 
therapies delivered in research trials). Psyehodynamic therapy on the other hand does 
not contain the same internal structure and therapy is often time-unlimited. However, 
there now exist time limited psyehodynamic therapies as described by Sifiieos (1985). 
Some psychodynamically orientated therapies now also contain specific strategies 
such as problem focus more commonly associated with cognitive behavioural 
orientations. Conversely, Cognitive behavioural techniques are now developed to be 
delivered over a much longer time period for conditions such as personality disorders 
and psychosis. Therefore, perhaps the distinction between orientations is now overly 
restrictive. This may have led to a polarisation between therapists and researchers, 
which is of little benefit to patients. Furthermore this questions what eonclusions we 
are able to draw about different therapy orientation even if it were possible to identify 
what therapies are most ‘appropriate’ for which disorders and for which patients.
22
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Another important issue which helps to explain the cognitive-behavioural / 
psyehodynamic dichotomy found in research literature is investigator allegiance. 
Elliot, Stiles & Shapiro (1993) identified reasons why investigator allegiance is such a 
problem. They hold that unlike the majority of praeticing clinicians, the majority of 
investigators hold allegiance to cognitive behavioural treatments. Hence there is an 
immediate bias in the orientations which are studied. It has also been noted that 
evidence cited in mainstream psychology journals favours cognitive/behavioural 
treatments. This has certainly been the case with particular reference to OCD. In 
meta-analytic reviews of the effeets of different psychotherapies, the effects of 
theoretical allegiance were found to predict both the size and direction of treatment 
effects obtained (Robinson, Berman, & Neimeyer, 1990). Elliot et al (1993) offers 
different interpretations of this finding. Firstly it could be that differences in 
allegiance are merely a consequence of real differences in effectiveness of therapy and 
that investigators have formed their allegiance in the light of evidence gained. 
Secondly, investigator allegianee could influence researchers to design their studies to 
maximise the effects of the favoured therapy. For example, we have seen that the 
effectiveness of cognitive behavioural therapies are measured in terms of specific 
symptomatology, whereas for psychodynamie therapies they are much less specific 
(concentrating on general life adjustment and personality measures) and thereby 
generate smaller effect sizes. The effects seen, though accurate in the ‘scenario’ of 
research, may not truly reflect effectiveness in clinical practice and therefore create a 
problem of external validity.
Finally it is worthy of note that there is a ‘gap’ between researchers and clinicians. 
Traditionally researchers criticise clinicians for failing to incorporate research findings 
into their practice. Conversely, clinicians complain that research produced is not 
relevant to their clinical practice (Kazdin, 1994). To truly establish which therapies 
are most ‘appropriate’ to which problems and to which patients it may be necessary to 
close the scientist -  practitioner gap. This would generate clinically relevant data 
which can inform our practice and in turn generate useftil information to guide future 
research. This would undoubtedly involve broadening our concept of science to 
incorporate both qualitative and quantitative findings, and perhaps a greater
23
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acceptance of less ‘traditional’ fonns of explanation such as the narrative and single 
case studies we find in psyehodynamic therapy literature.
Conclusion
Both cognitive-behavioural and psyehodynamic approaches to OCD are practiced and 
can provide empirical evidence for their usage. Research into the CBT approach 
describes powerful evidence that it is an effective treatment for OCD and this 
information is valuable to the NHS. However, the ‘appropriateness’ of any one 
theoretical orientation over another cannot be established by considering the current 
research data alone. Through discussion of clinical and research issues above, it 
seems impossible to extract comparative therapeutic effectiveness from issues 
inherent in psychotherapy research. If psyehodynamic psychotherapy is ever going to 
be a serious competitor with CBT for any given ‘seenario’, it is necessary that it be 
reported differently, incorporating a broader range of investigative and evaluative 
techniques. It seems clear that unless there is more integration of information, and 
toleranee of different types and methods of research amongst researchers and 
practitioners, questions regarding the suitability of one orientation over another cannot 
for particular disorders and for particular patients cannot be addressed. Though at 
present it is not possible to draw firm conelusions about the ‘appropriateness’ of one 
theoretical orientation over another, clinical experience and research data if used in 
collaboration can provide an effective and flexible approach to the treatment of OCD.
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People with Learning Disabilities Essay 
YEAR 2
March 2002
Critically evaluate the Current Status of Assessment and Management of 
Dementia in Adults with Learning Disabilities.
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Introduction
Medical advances and improvements in living conditions have meant that people with 
learning disabilities are living longer. (Eyman & Call, 1991). Age is the strongest risk 
factor associated with the development of Dementia and consequently individuals 
with learning disabilities face an increasing chance of developing dementia. There is 
a well-established neuropathological association between Alzheimer’s disease and 
Down’s syndrome. (Prasher & Krishnan, 1993). There is evidenee that all individuals 
with Down’s Syndrome do acquire the neurological deficits of senile plaques and 
neurofibrillary tangles which accompany Alzheimer’s disease (Oliver & Holland, 
1986), though not all go on to develop the clinical symptoms. Accurate detection and 
assessment of dementia in people with learning disabilities is essential if services are 
to meet the increasing demands put on them by this population. On an individual 
level, accurate assessment will inform clinical management and differentiate dementia 
and the care needed to address this from other treatable clinical conditions that may be 
responsible for functional decline.
After a summary of the general issues involved in the assessment of dementia in 
people with learning disabilities, findings from recent research will be discussed. It 
will be suggested that though the assessment protocols that have evolved directly 
through research and clinical findings are very useful, the goal of accurate diagnosis 
will remain difficult to achieve.
Management of dementia in people with learning disabilities will then be discussed 
from individual, service and policy levels. It will be argued that service planning and 
clinical care has been well informed by improved diagnostic practices. However, the 
problems that people with learning disabilities present to services will only increase 
in the future as (presumably) life expectancy continues to rise. It is therefore required 
that services and policy continue to evolve to accommodate this dynamic situation. 
This will require attention to further research questions, increased co-operation and 
communication throughout different agencies and effective methods of audit and 
evaluation. In short, we should “look back critically” and “look forward creatively” 
(Dalton &Janicki, 1999) as it is unlikely there will be any obvious solutions.
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Dementia and Learning Disabilities
Ageing is progressive, predictable and inevitable and varies among individuals. 
Ageing does need to be distinguishable from age-related illnesses such as dementia as 
the latter is present in some but not all individuals. Dementia is described as an 
“acquired loss of intellectual ability that occurs over a long period of time and affects 
many areas of cognitive functioning” (ICD-10, 1990). The term Alzheimer’s disease 
is applied to older adults who show a pattern of progressive mental deterioration along 
with personality changes which are associated with neuropathological changes in the 
brain (Berg, Karlinsky & Holland, 1993). This form of dementia is distinguishable 
from other forms of dementia such as multi-infarct dementia and for the purposes of 
this essay dementia will refer to Alzheimer’s type of dementia but this is not to say 
that the learning disabled population do not suffer from other forms of dementia.
The prevalence of Alzheimer’s disease in the learning disabled population is 
unknown. For people with Down’s syndrome, despite Alzheimer type changes as 
described above, studies suggest that only 15-30% of people actually develop the 
clinical signs of dementia (Wisniewski & Rabe, 1986). In adults with a learning 
disability other than Down’s syndrome, high prevalence rates have been reported 
compared to the general population in some studies (Cooper, 1997) whereas rates 
similar to the general population have also been found (Janicki & Dalton, 1998).
Turk, Dodd & Christmas, (2001) reported that the average age of onset of Alzheimer’s 
disease for people with Down’ syndrome is 54 years, and the average interval from 
diagnosis to death is less than 5 years. Between 15 and 20% of the learning disabled 
population have Down’s syndrome. There is little eomparable data for people with a 
learning disability other than Down’s syndrome. The reason for this is that causes of 
learning disabilities other than Down’s syndrome are numerous and diverse and 
unknown in 50 % of eases (Dalton & Janicki, 1999). Therefore, there has been a lack 
of opportunity to study Alzheimer’s disease and its relationship to other forms of 
learning disability.
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The clinical course of dementia has been eonceived of as a three-stage model which 
has been a particularly useful application to people with learning disabilities as 
language and communication make any sub-categorisation of stages impraetical 
(Janicki, Heller, Seltzer & Hogg, 1996). The early stage involves loss of short-term 
memory, language problems, changes in behaviour and disorientation. Middle stage 
changes include symptoms becoming more obvious especially language skills, 
confusion and frustration, loss of self-care, inaetivity and apathy, and severe 
personality changes. End stage dementia is characterised by loss of eating and 
drinking, problems with walking and balance, development of seizures, and eventually 
24-hour care. The clinical progression of dementia in adults with mild to moderate 
learning disabilities is thought to be similar to the general population, whereas for 
those with severe learning disabilities, the clinical manifestation of primary dementia 
includes social withdrawal, apathy and impaired attention (Turk, Dodd & Christmas, 
2001).
Diagnosis of dementia
There is a growing body of evidence demonstrating that during the course of 
dementia, cognitive (Thase, Liss, Smeltzer & Maloon, 1982), behavioural (Prasher & 
Filer, 1995), and adaptive (Zigman, Schupf, Lubin & Silverman, 1987) changes occur. 
Detection of changes in these key areas and the elimination of other possible causes is 
the mechanism by which diagnosis of dementia is made. However, the process of 
cognitive testing is made extremely difficult in adults with pre-existing mental 
impairments. Ageing individuals with learning disabilities have relatively low levels 
and wide heterogeneity in their intellectual abilities, memory, and other related 
functions (Oliver & Holland, 1986). The process is further complicated by various 
age-related medical and physical conditions. These can occur in the general 
population as well as the learning disabled population and in either case make the 
diagnosis of an acquired dementia difficult to distinguish from conditions associated 
with ‘normal’ ageing. There are a number of problems specific to people with 
Down’s syndrome such as hypothyroidism, and sensory impairments which also can 
affect the administration of psychological testing and the interpretation of results. To
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compound matters even further, psyehological difficulties such as depression can also 
be misinterpreted as primary dementia due to the symptom overlap. These issues will 
be discussed in more detail below. Clearly there can be no simple ‘litmus’ test for the 
diagnosis of dementia, particularly for adults with learning disabilities. Perhaps this is 
why a clear diagnostic criteria and guidelines have been so late in their development. 
This has been one of the most significant problems in the assessment and treatment of 
dementia in the learning disabled population. However it is exactly because of the 
complexities involved and the risk of misdiagnosis that a standardised criteria and 
guidelines is essential. This is not only true for the individual to receive the most 
appropriate care, but also for service planning and funding now and in the future. 
Standardised criteria and guidelines will also improve communication between 
clinicians and researchers that would hopefully enable a reciprocal relationship for the 
ongoing development of theory and clinical practice in this field.
Diagnostic Systems
Current diagnostic systems do not address diagnosis of dementia in adults with 
learning disabilities (though they do address these issues independently) ICD-10 
(WHO, 1990), as opposed to DSM-IV (APA) criteria have been proposed as the most 
appropriate for people with learning disabilities (Aylward, Burt, Thorpe, Lai & 
Dalton, 1995). ICD-10 (WHO, 1990) criteria place more emphasis on non-cognitive 
areas of dementia such as emotional lability, apathy and irritability and it is these 
areas that changes in functioning are most obvious in people with learning disabilities. 
ICD-10 (WHO, 1990) criteria are also designed to differentiate Alzheimer’s disease 
from other forms of dementia whereas DSM-IV (APA) provides separate criteria for 
different subtypes of dementia. If the same criteria for diagnosing dementia, and it is 
the best currently available, there will be increased communication among clinicians 
and researchers.
According to the ICD-10 (WHO, 1990) criteria for dementia, it is required that a 
decline in functioning is apparent in the areas of memory and cognitive functioning, 
adaptive functioning and behaviour. These will be discussed below.
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Psychological assessment 
General Issues
One of the main problems with using cognitive testing on adults with learning 
disabilities is the variability in the type and severity of impairment. Assessment tools 
used in the general population may not carry reliability and validity. Diagnosis in 
adults with learning disabilities requires the detection of change in status over time 
from baseline data rather from normative data so that pre-existing and acquired 
neurological damage can be distinguished. With the more profoundly disabled adults, 
there exists the problem of ‘floor effect’ where individuals are unable to score above 
zero and above a level of test error. This is extremely relevant to the early signs of 
dementia where cognitive changes are likely to be subtle.
Results from cognitive tests are also likely to be inaccurate for individuals who are 
non-verbal and unable to comply with instructions. Moreover, the degree of learning 
disability may be such that it overshadows the early signs of dementia. Because of 
these problems, it is often the case that, informant-based assessments are used but this 
is not without diffieulty. Adults are likely to be assessed in a residential facility and it 
may not be possible to gather reliable information on past abilities due to factors like 
high turnover of staff and their lack of education about dementia and other causes of 
functional decline such as depression or sensory impairment. A related problem of 
assessment within care facilities as identified by Oliver (1999), is that firstly care 
environments commonly do not provide intellectually stimulating challenges and so 
cognitive changes may go unnoticed. Secondly, it is possible that aequired cognitive 
or behavioural deficits may be missed as they are “absorbed’ into the care 
environment as staff adapt the environment to meet the needs of individuals. It is 
essential that any information regarding changes in eognitive and behavioural 
functioning are accompanied by assessments in every day functioning in order to 
improve the overall accuracy of assessment. Identification of these problems can lead 
to improved management of the ageing adults with learning disabilities which can in 
turn feed back into improvements in the proeess of diagnosis of dementia.
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Evidence base
Cognitive decline
Roeden and Zitman (1997) carried out longtitudinal comparison of cognitive and 
adaptive functioning in subjects with Down’s syndrome and a control group of 
subjects with a learning disability other than Down’s syndrome. They found that over 
a period of 4.5 years, adults with Down’s syndrome over the age of 50 showed 
statistically significant functional loss. Intelligence, memory and orientation functions 
deteriorated significantly in 2.5 years and adaptive and motor functioning took 4.5 
years to reach statistical significance. There were no significant ageing effects found 
in the control groups. These results are in agreement with some previous longitudinal 
studies (Dalton & Crapper, 1984). It seems evident that subjects with Down’s 
syndrome are at a significantly greater risk of developing the functional decline 
associated with dementia compared to people with learning disabilities other than 
Down’s syndrome and that decline occurs in a range of different areas of functioning. 
The clinical importance of these findings is that cognitive functioning decline declined 
within a short space of time (2.5 years) whilst adaptive functioning took longer (4.5 
years) to show a significant decline. This suggests that changes in brain function 
associated with Alzheimer’s disease do not necessarily interfere with daily living 
skills -  or at least remains undetected by care staff. This study emphasises the need to 
assess deterioration across a range of functioning and that longtitudinal assessment is 
necessary to assess decline (and by the same token a longtitudinal study design is 
necessary to research this area). Furthennore from this study it appears that cognitive 
decline occurs relatively quickly in people with Down’s syndrome and dementia and 
therefore its accurate deteetion is necessary to reach an early diagnosis of dementia. 
Early diagnosis provides more opportunity to explore other possibly treatable 
conditions and thereby increases the chances of providing appropriate treatment.
Oliver, Crayton, Holland, Hall & Bradbury (1998) in a longtitudinal study 
investigated cognitive change in adults with Down’s syndrome. They found that
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cognitive deterioration was associated with both age and degree of existing cognitive 
impairment. It was demonstrated that rate of decline is positively associated with age, 
and that pre-existing cognitive impairment is assoeiated with a faster rate of 
deterioration. The latter finding could suggest that low scoring on the measures used 
identified the early signs of dementia. Alternatively it may suggest that those 
individuals with pre-existing cognitive impairment are more prone to dementia. The 
authors suggest that it is possible to ascertain the early signs of cognitive deterioration 
(learning and memory) when appropriate tests are administered. Exploring this 
criteria described in the ICD-10 guidelines has therefore yielded important 
implications for future assessment tools and techniques and subsequent treatment.
Adaptive functioning
Assessment of dementia in people with learning disabilities requires that cognitive 
deterioration is accompanied by decline in adaptive functioning. Adaptive 
functioning is defined as “the effectiveness or degree with which the individual meets 
the standards of personal independence and social responsibility expected of his age 
and social responsibility” (Grossman, 1977). Many studies both cross-sectional and 
longtitudinal have provided corroborative evidence that there is a significant reduction 
in the rating of adaptive functioning with age (Miniszek, 1983, Nihiran, Foster, 
Shellhaub & Leland, 1974). In a study investigating the causes of decline in adaptive 
functioning in adults with Down’s syndrome, Prasher & Chung (1998) found that 
ageing, dementia, and severity of ‘mental retardation’ were significant factors. These 
results confirm findings by Collacott (1992) that individuals living in the community 
functioned at a higher level than age-matched cases living in institutions. It is 
suggested that community living provides better access to facilities, involves greater 
family support. This implies that community living with the added benefits of 
increased resources can act as a protective factor against dementia and something 
which services must incorporate. The study also confirmed that the severity of 
learning disability was a significant factor in adaptive functioning, the more severe the 
disability, the greater the age-related decline in adaptive functioning. In summary, 
maladaptive functioning was positively correlated with ageing, medical and physical 
status, place of residence and severity of learning disability. As a result it is
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recommended that adaptive behaviour is assessed as an adjunct to cognitive testing in 
all cases, but particularly those with a possible medical of psychiatric disorder. 
Isolation of these risk factors may help to inerease sensitivity to and interpretation of 
changes which may be indications of dementia, or some other treatable cause of 
functional decline.
Behavioural Disturbance
Behavioural disturbance may be the first indication of dementia especially in 
moderate to severe learning disabilities. ICD-10 criteria for dementia require a 
‘decline in emotional control or motivation, or a change in social behaviour 
manifested in at least one of the following areas (1) emotional lability, (2) irritability, 
(3) apathy, or (4) coursening of social behaviour’. Prasher & Filer (1995) studied 
behavioural disturbance in people with Down’s syndrome and Alzheimer’s disease. 
They found that changes in mood, difficulties in communication, gait deterioration, 
daytime wandering and urinary incontinence were associated with dementia. This 
study did not explore behavioural changes in relation to duration or severity of 
dementia and also did not study cases in the early stages of dementia because of its 
strict inclusion criteria. Therefore, the external validity of the study is not strong, 
however findings did add clarity to the sorts of behaviour disturbance in people with 
Down’s syndrome and Alzheimer’s disease and its impact on carers. It was discovered 
that onset of new behaviours such as urinary incontinence and wandering were 
perceived by carers to be more problematic that deterioration of pre-morbid difficult 
behaviours. Therefore the degrees of change of a difficult behaviour as well as the 
behaviour itself are important in the level of concern evoked in carers. Carers may 
need more information and support in dealing with deteriorating behaviours, and 
services need to plan with anticipation that behavioural disturbance is at least as 
significant as cognitive changes within this population.
Differential diagnosis
Differential diagnosis is a major problem when assessing dementia in people with 
learning disabilities. Differential diagnosis will be discussed with reference to general
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factors affecting people with learning disabilities, medical and physical conditions 
associated with particular learning disabilities, and finally psychiatric conditions. 
General factors
As previously discussed, the average age of onset for dementia in people with Down’s 
syndrome is 50 years (Turk, Dodd & Christmas, 2001). It is likely that personally 
significant life events will occur in people with Down’s syndrome during their third 
and forth decades of life (Oliver, 1999). Raised maternal age at birth for people with 
Down’s syndrome (Penrose, 1966) means that parental death is likely to occur at this 
time. This may bring about changes in living circumstances, not to mention the 
bereavement issues which may cause a change in functioning. Hence, during 
assessment it is vital to document any significant life changes. Many individuals with 
learning disabilities were institutionalised early in life and the effects of this need to 
be considered. For example. Temple, Jozsuaio, Konstantareas & Hewitt, (2001) 
studied the relevance of cognitive ability on dementia in people with learning 
disabilities. More years of education has been associated with lower rates of 
Alzheimer’s disease in people without learning disabilities. Institutional life is likely 
to be less active and stimulating than community living. They hypothesised that the 
number of years spent in institutions would be associated with lower cognitive 
abilities and therefore a greater likelihood of developing Alzheimer’s disease. 
Though they did not find a direct correlation between environmental factors and 
decline, there was a relationship between the environmental factors and cognitive 
functioning.
Medical and physical conditions
ICD-10 diagnostic criteria stipulate that a diagnosis of dementia can only be made 
following the exclusion of any other causes of decline in functioning. This is true for 
people with and without learning disabilities, (Dalton, Seltzer, Adlin & Wisneiwski, 
1993). However there are a number of conditions common to people with learning 
disabilities and in particular to Down’s syndrome. These include hypothyroidism 
(Prasher, 1995), hearing impairments (Buchanan, 1990), and cataracts (Van
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Schrojenstein, Lantman-de Valk, Haveman, Maaskant, Kessels, Urlings, & Sturmans, 
1995). These specific sensory impairments may have a direct impact on test results 
which then may be misinterpreted as indieative of dementia. Sensory impairments 
may themselves directly influence adaptive behaviours and cognitive functioning. 
Therefore despite assessment occurring over a range of functioning, the causal route 
may not be decipherable except by the process of exclusion. The diagnostie 
guidelines (Aylward, Burt, Thorpe, Lai & Dalton, 1995) suggest that physical 
examination should not only occur as part of the assessment procedure, but should 
also follow nationally accepted guidelines with particular attention to the conditions 
mentioned above. Sensory tests have had to be adapted for use with people with 
learning disabilities particularly for those who may be unable to self-report, or follow 
instructions. Evidently contact and communication across services in primary and 
secondary care will be necessary to facilitate accessibility to services and improve 
knowledge amongst clinicians in different fields who may not be experts in learning 
disabilities per se.
Psychiatric disorders
Of the psychiatric disorders, the most problematic in terms of misdiagnosis is 
depression. In the general population primary dementia and dementia secondary to 
depression are mistaken 10-20% of the time (des Rosiers, 1992). The first problem is 
the overlap of symptoms between depression and dementia. This is particularly the 
case in Down’s syndrome where two of the most commonly reported symptoms in 
Alzheimer’s disease are apathy/inactivity, and loss of self-help skills which are also 
typical of depression (Burt, Loveland & Lewis, 1999). Secondly, major depression 
has been identified as a prodromal syndrome for later development of Alzheimer’s 
type dementia. In the general population major depression is diagnosed in 15-20% of 
cases who then develop Alzheimer’s dementia (des Rosiers, 1992).
The risks of misdiagnosis are increased in people with learning disabilities. Firstly it 
is likely that the individuals’ ability to report their symptoms is impaired. Attempts 
have been made to tailor self-report interview tools which minimise reading and 
speech demands, but these have been found to contain high levels of inappropriate
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responses and low to moderate levels of reliability (Laman & Reiss, 1987). It has also 
been noted that there is sometimes a marked discrepancy between self- and carer- 
report ratings of symptoms of depression (Moss & Patel, 1995). Carer reports are 
dependent on an individual’s ability to communicate their inner states behaviourally 
or otherwise and limited skills can affect the way that symptoms are manifest. This 
will also be subjeet to the inherent biases of the earer. (Reiss, 1990). These biases 
may be due the traditional belief that all people with Down’s syndrome will go on to 
develop Alzheimer’s disease, the psychological needs of the carer, and also like other 
realms of funetioning as previously diseussed, the setting in which the individual is 
assessed. Individuals with learning disabilities may also be on psychotropic 
medication which can induce symptoms such as weight loss, appetite changes and 
mood and so reports of these symptoms may not be useful in detecting depression 
(Wright, 1982).
Prevalence data for depression in people with learning disabilities have ranged from 5- 
67%. This is another example of applying inconsistent diagnostic criteria (Burt, 
Loveland & Lewis, 1992). In non-demented adults with Down’s syndrome, 
depression is associated with declines in intellectual, memory, language and adaptive 
functioning (Burt, Loveland & Lewis, 1992). However it is difficult to attribute 
decline to depression as opposed to impending dementia. Gedye (1995) described 15 
adults aged under 40 years with a diagnosis of dementia. Of these, 10 cases returned 
to baseline functioning when depression was treated indicating that the dementia was 
secondary to depression. A further 5 cases with a primary diagnosis of dementia 
responded to ECT for depression and 5 cases were in remission after 4-6 years as a 
result of environmental interventions and improvements to physical health. This 
indicates that the risk of misdiagnosing depression as dementia is more probable in 
individuals less than 40 years of age. Moreover this study emphasises again the 
complexities of diagnosis, the oecurrence of psychiatric symptoms in adults with 
learning disabilities increasing the risks of misdiagnosing dementia or failing to 
distinguish between reversible and irreversible forms of dementia.
Treatment of depression which may include foeus on social skills, medication, ECT, 
requires systematic, longtitudinal follow-up. This will help to determine what
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cognitive and behavioural changes are due to depression, and what is attributable to 
dementia (Cummings, 1989). It is reeommended (Burt, 1999) that baseline data of 
memory, cognitive, behavioural and adaptive functioning be collected for all adults 
with learning disabilities over the age of 40, and all adults with Down’s syndrome 
over the age of 30.
The problem of differential diagnosis highlights the need for the management of 
individuals to be based on current and projected needs as opposed to that implied 
purely by a diagnostic label. Evidently using standardised diagnostic procedures and 
guidelines can be clinically valuable and will help to more accurately assess for 
different causes of decline in functioning. However because of the vast number of 
variables involved it is at present unlikely that accurate diagnosis is possible in all 
cases. The standardised usage of procedures will no doubt feed back into research 
and help to further clarify the relationships between different types and severity of 
learning disabilities, different forms of dementia, occurrence of physical and 
psychiatric co-morbid conditions, and environmental faetors which affect people with 
learning disabilities.
Aylward, Burt, Thorpe, Lai & Dalton (1995) provide a report suggesting diagnostic 
criteria and guidelines for the assessment of dementia for individuals with learning 
disabilities. For each criterion stipulated by ICD-10, they indicate standardized 
procedures for determining whether or not criteria are met in individual cases (the 
details of which are not discussed here). The authors urge the adoption of these 
practises by clinicians and researchers alike in order that the relationship between 
learning disabilities and dementia can be better understood in terms of risk factors, 
onset, clinical course and differential diagnosis. Research undertaken prior to 
standardised diagnostic practices is inherently flawed because of different exclusion 
criteria used. There has also existed a conundrum in some studies in that parameters 
used to diagnose dementia overlapped with variables involved in the assessment of 
deeline in functioning. This has lead to an automatic association between dementia 
and decline in functioning. However, research undertaken which has adopted 
standardised diagnostic practices such as that described above has provided invaluable 
clinical information and helped to clarify relationships between manifestations of
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dementia, related conditions, and learning disabilities which must be incorporated into 
the management of dementia in people with learning disabilities. This is likely to be 
an ongoing process as the complexities involved are difficult to underestimate.
Management
Implications for the management and treatment of dementia in people with learning 
disabilities which has been drawn from the various research findings have been 
described above. The most important issues of management with this client group are: 
providing baseline cognitive, behavioural and health assessment so that deeline can be 
detected, exclusion of other conditions which may cause decline, and facilitation 
communication between services so that a comprehensive network of care can be 
provided. The progression of dementia in people with learning disabilities is similar to 
that in the general population and so existing service models can be adapted to inform 
clinical practice. One such model is adapted from the ‘maintaining communication 
with persons with dementia program’ (Toseland & McCallion, 1998). The focus areas 
described below identify how services can manage problems specific to people with 
learning disabilities.
Firstly emphasis is placed on the identification of what strengths remain in an 
individual. This is particularly important as assessment and diagnosis is based on 
decline and many instruments are not sensitive enough to assess this beyond already 
existing impairments (Aylward, Burt, Thorpe, Lai, & Dalton, 1995) and do not 
consider other causes for decline. Evidence suggests that increasing cognitive ability 
can serve as a protective function against dementia (Collocott, 1992) and so if existing 
strengths ean be identified, it is more likely that communication and independence can 
be maintained. Environmental changes can help to maximise stimulation to the 
senses, and maintain people’s social involvement.
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Specific losses due to dementia and age-related changes can to a degree be 
compensated for in individuals living environment (e.g. increasing brightness of 
lighting and reducing background noise to facilitate conversation).
Decline in the ability to communicate amongst people with dementia can be 
frustrating for individuals and carers alike. Simplification of communication, greater 
use of prompts, and reference to long-term memories may serve to facilitate better 
quality of communication. Memory aids such as strategic labelling, memory charts 
and audiotapes can also help to maximise communication and maintain orientation.
Finally it is necessary to incorporate measures to ‘care for the carer’. Families and 
paid carers can find caring for people with dementia and learning disabilities 
emotionally and physically draining. Maximising information on the nature and 
course of dementia and providing support networks can mean the difference between 
coping and not, and increases the quality of care available. Likewise sharing 
knowledge amongst professionals in different specialities, e.g. old age, learning 
disabilities, primary and secondary care will also serve this purpose.
Decisions on the types of accommodation provided for this client group will depend 
largely on regional policy, funding and amenities available. There are costs and 
benefits to different types of accommodation. For example adapting learning 
disability services will allow people to ‘age in place’, provide continuity of service, 
and preserve key relationships. However, individuals may have to move when they 
are at their most vulnerable, and residents are likely to undergo numerous 
bereavements. Specialist services for older people with learning disabilities may 
involve a ‘clustering’ of expertise and a more appropriate physical environment but at 
the cost of marginalising this client group from other people with learning disabilities 
and less opportunity to maintain relationships. Generic older people’s services can 
provide opportunity to meet ‘ordinary’ age-related needs and access to mainstream 
activities but may involve inappropriate mixing of clients and potential isolation from 
non-learning disabled people.
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Evidently there is not at present a ‘gold standard’ for the management of this client 
group. Services need to be flexible and accessible, incorporating regular screening 
programmes, differential diagnostic practices, medical screening and a multi­
disciplinary team working approach. (McKenzie, Paxton, Matheson, Patrick, 
Hamilton & Murray, 2000). The challenge now for serviee providers and policy 
makers will be to implement effective audit and evaluation procedures to enable 
evidence- based progression in this area.
Conclusion
The assessment of dementia in people with learning disabilities is fraught with 
complexities. The issues discussed here have not been exhaustive. Current 
diagnostic guidelines and procedures ean help to increase the chances of accurate 
diagnosis and consequently serve to improve the quality of care received by 
individuals but will rely on continual development as the client group evolves. 
Implementation of standardised procedures will improve the clarity of research and 
clinical findings, which in turn will increase our understanding of dementia in people 
with learning disabilities.
Clinical experience and evidence from research trials have usefixlly informed the 
management of dementia in people with learning disabilities. Progress to date has 
included successfully incorporating some of the problems faced by this client group 
into service provision. It has also facilitated the need to challenge current policy so 
that services can evolve to meet the needs of a growing population. Services will rely 
on effective audit and evaluation procedures for their effeetiveness in the future.
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Child, Adolescent and Family Essay 
YEAR 2 
March 2003
“Early intervention works”. Critically discuss the evidence for early intervention 
approaches for behavioural problems.
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INTRODUCTION
The aim of ‘early intervention’ has been deseribed as ‘to prevent or minimize the 
physical, cognitive, emotional, and resource limitations of young children 
disadvantaged by biological or environmental risk faetors’ (Blaekman, 2002). In 
reeent times early intervention has beeome inereasingly important universally in 
health care policies. As Blaekman (2000) states, to intervene early would often seem 
intuitive following ‘a stiteh in time saves nine’ philosophy, however some such 
interventions have through time proved to be dangerous practiee. He believes that all 
early intervention praetiees need to be evaluated on merits of ‘efficaey, effectiveness 
and eost justification’. However, early intervention for young children with 
behavioural problems is a multi dimensional eoneept. Focus is commonly on the role 
of the family, thereby neeessitating integration of family functioning and risk factors, 
even though the target of the intervention is the behaviour of the child. The problems 
of the child must also be viewed within a developmental framework. Henee, it is 
diffieult to claim that ‘early intervention works’, or that one particular intervention 
works more effectively than another. Nevertheless there have been many studies 
whieh can offer clinically useful guidelines about which strategies give rise to 
benefieial effects, and which are grounded in psyehological theory. These will be 
evaluated with referenee to the treatment of conduct problems in young ehildren. 
Their methodological limitations and some of the broader contextual issues will also 
be discussed.
Firstly the theoretieal basis for early intervention per se will be discussed along with 
an overview of conduet problems in young children.
Theoretieal basis for early intervention
Despite diverse results of the evaluation of early intervention studies, there is a 
biological rationale for the effectiveness of early intervention on the developmental 
outcome of a child. Research has linked early learning to brain development. For 
example, infants deprived of early visual stimulation will permanently lose vision 
(Hubei & Wiesel, 1970). It may be the ease that infants have inbuilt capaeities whieh
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need to be used in order to be preserved (Blackman, 2002). However, the brain does 
develop in an organised manner unless there is some disrupting influenee, and it is 
suggested that also the environment plays a critical role in the development of the 
embryo’s and infant’s brain in both strueture and function (Bruer, & Greenough, 
2001). Hence early intervention would seem theoretically justified.
Overview of behavioural problems
Research shows that problem behaviour in children is associated with compounding 
multiple faetors. For example, there are biological determinants sueh as low birth 
weight or premature birth which increase the chances of developing problem 
behaviour if there are additional factors such as family environmental risk factors 
(McCormick, Gortmaker & Sobol, 1990). Campbell, Szumowski, Ewing, Gluck & 
Breaux (1982) suggested that factors of family adversity such as poverty, eare-giving 
instability, maternal depression, family stress and poor family relationships were 
associated in problem behaviour in young children. Furthermore, parenting 
difficulties have been linked to the onset and persistence of problem behaviours 
(Campbell, 1995). In particular, lack of parental warmth, poor diseiplinary styles and 
interaction problems have been linked to defiant, oppositional and aggressive 
behaviours, (Lytton, 1990). Conversely a child’s problem behaviour increases the 
stress on a family (Guralnick, 2000) which can then deerease the family’s ability to 
parent effectively, (Harrower, Fox, Dunlap & Kincaid, 2000). Families can then in 
turn experience isolation from their communities thereby disrupting all family 
member’s interactions and lifestyles, (Harrower, Fox, Dunlap & Kineaid, 2000).
The above would indicate that early intervention strategies would need to ineorporate 
the diversity of risk factors, resulting behaviours and operate on both ehild 
development and family and eommunity functioning.
Conduct problems
It is not uncommon for children to exhibit difficult behaviour much of which is 
resolved as the child matures. However, problem behaviour sueh as aggressive 
behaviour, prolonged tantrums, oppositional and disruptive behaviour whieh are 
beyond the bounds of normal developmental expectations have been shown to be
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more likely to develop more intense problem behaviours and subsequent aeademic 
and behavioural diffieulties (Campbell, 1995). In a longtitudinal, prospective study 
of disruptive behaviour, early problem behaviour in pre-sehool was found to be the 
most powerful predictor of delinquent aetivity at 11 years of age (White, Moffat, 
Earls, Robins, & Silva, 1990). Conduct problems aeeount for one third to three 
quarters of all ehild referrals to mental health centres (Wells & Forehand, 1985) and 
constitute a signifieant eost to health care services. Furthermore the costs of 
unchecked conduct problems in soeiety are vast. For example, in the US, one billion 
dollars is spent annually on ineareerating aggressive youths (Patterson & Bank, 1989), 
and a mueh larger amount is spent on ineareerating adults, a signifieant percentage of 
whom began their aggressive, careers in presehool years (Long, 1993). Therefore the 
need to address conduct problems in pre-sehool children is urgent particularly as it is 
thought that fewer than 10% of children in need of help with aggression actually 
receive services and of those families which do, less than 50% are involved in 
empirically validated programmes (Kazdin, 1997).
Evidence for early intervention programmes 
Theory Base
The most common form of early intervention for children with eonduct problems is 
parent training programmes. These are social-leaming based interventions whieh aim 
to promote adequate parenting behaviours which then improve the child’s social and 
emotional adjustment (Patterson, 1982). The interventions and how they link to 
adequate parenting is based on the assumption that parenting behaviours are related to 
child behaviours; research has shown that manipulating parenting praetice leads to 
ehange in child behaviours (Kazdin, 1997). The development of parent training has 
incorporated various theoretieal models whieh help to aid our understanding of how 
parenting can affect child behaviour and subsequently guide interventions. These will 
be described briefly.
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Attachment Theory
Attachment theory, (Bowlby, 1973) proposes the importance of the attachment bonds 
between parent and ehild for the development of the child. It has been demonstrated 
that poor early attachment experiences of the parent lead to inability to foster security 
in the ehild. The consequent attachment relationship can then be associated with 
behaviour problems in the child (Ainsworth, 1989). Webster-Stratton, (1998) 
proposes that not only does attachment status interact with parenting practices but also 
emerges as a result of reciprocal interaction with other risk factors such as child 
biology, parent psychopathology and parent stress. She suggests that on this basis, 
programmes need to focus on relationship building, communication skills and affect 
management in order that parents and children can leam a new ’working model’ of 
one another.
Social Learning Theory
Social learning theory views the family as a system in whieh interactions are viewed 
as adaptive or maladaptive where behaviour is learnt through modelling, shaping and 
reinforcement. The development and maintenance of conduct problems can be 
viewed within this framework. For example, ehildren leam to avoid criticism by 
escalating their negative behaviour which leads to an increase in aversive parental 
reactions. This in turn is then modelled by the child (Patterson, 1982). A range of 
ineffective parental strategies have been formulated in this way (Patterson, 1982) 
indicating that parenting behaviours are related to child behaviours and can be 
identified and modified.
Ecological theory
The ecological model recognises that all families operate within and are influenced by 
a broader social context. The social environment has been demonstrated to influence 
parenting style and the consequent management of behavioural problems. For 
example, poverty, isolation, unemployment and marital discord have been shown to 
affect parental perception of child behaviour which in turn affects parenting style 
(Dadds, 1995). Families of ehildren with conduct disorder report major life stressors 
at a rate two to four times grater than other similar families (Webster-Stratton, 1990).
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Empirical Base
In a recent report to the NHS Executive (Fonagy, Target, Cottrell, Phillips, & Kurtz, 
2000), it was recommended that ‘parent training programmes generally may be 
applied to a wide range of eonduct problems and effectively delivered in various 
settings’. A further claim was that on average, two-thirds of children whose parents 
participate in training improve. However, the evaluation of parent training 
programmes is a complex process, different studies using different specific 
interventions, incorporating various outcome domains and inclusion criteria, and 
many suffering from methodological diffieulties. These will be discussed below.
Within parent training programmes different intervention techniques have been used. 
Perhaps the most traditional of these approaches is behavioural parent training whieh 
is grounded solely in social learning theory. Strain, Steele, Ellis, and Timm (1982) 
taught basic behavioural interventions such as differential reinforcement and role- 
playing to parents of forty families of children with oppositional behaviour (on an 
individual basis). They found that ehildren showed compliance and positive 
interaction at home and at school demonstrating the generalisability of results. These 
results were sustained during the 3-9 year follow-up period showing a lasting effect of 
treatment. A further strength of this study was that parent and teacher ratings of 
treated children and the comparison classroom group were comparable.
A group parent training programme carried out by Sheeber & Johnson, (1994) 
included behaviour management and psycho-edueational elements on temperament. 
Positive results were found in parent behaviours and family functioning; however 
there was a limited follow-up period of only eight weeks therefore the long-term 
effectiveness of this program was not established. Furthermore, the ‘active 
ingredients’ of the programme were not clarified e.g. the behavioural element, 
temperament education, or combination of both. Interestingly, this of one of the few 
manual driven programmes whieh has the potential benefit of delivering more 
standardised treatments allowing for greater clarity in the interpretation of clinical 
trials, and also can help to ensure the quality of the clinical delivery of programmes.
57
Academic dossier
A more therapist- and cost-intensive programme carried out by Sanders & Plant, 
(1989) was behaviourally based but also focussed specifically on planning activities to 
prevent disruptive behaviour in ‘high-risk’ situations. They found at three-month 
follow-up that the treatment group showed improvements in both parent and child 
behaviours, but the control group showed comparable improvements. Therefore it is 
unclear whether there were any ‘active ingredients’ within this programme.
A more contemporary medium of parent training is the use of videotape whieh has 
proved to be popular amongst parents and clinicians alike. The rationale for using 
videotape was that it could portray a wide variety of models and situations. This 
would create a generalisability of the training content and therefore produce long- 
lasting results. A 10 week video-based training programme named ‘BASIC’ was 
developed by W eb ster- Stratton, Kolpacoff & Hollinsworth, (1988). The content of 
the video was the modelling of behavioural techniques. She compared the video 
group with another group of parents who were given a 10 week programme of a 
therapist-led discussion group covering the same topic as contained on the video. A 
third group was given a combination of both treatments. She found at one month 
follow-up, observations and parent ratings of behaviours improved compared to a 
control group, though the combined treatment group was slightly better. At one and 
three year follow-up both the video and the discussion groups maintained stable 
improvements again demonstrating the long term and therefore preventative effects of 
the intervention. This intervention followed an interactive model of learning which 
aimed to nurture parents’ confidence in their own ideas and methods. The groups 
addressed signifieant risk faetors for eonduct disorder such as family isolation and 
stigmatisation, and provided a source of peer support. It therefore incorporated more 
elements of the ecological model than previous studies which focussed solely on 
social learning theory. Furthermore, child characteristics such as age, sex, or 
hyperactivity did not accurately predict the degree of programme success, but family 
faetors sueh as life-stress and relationship conflict were predictors of behaviour 
improvement. (Webster-Stratton, Kolpacoff & Hollinsworth, 1988) Therefore it could 
be suggested that the inclusion of ecological ideas as well as social learning theory, or 
in effect a multi-modal approach, increases the clinical effectiveness of early 
interventions.
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Evidence of this can also be found in the ‘Parent-Child Interaction Therapy’ as 
deseribed by Eyberg, Boggs, & Algina, (1995). This intervention focussed on the 
quality of the child-parent relationship as well as teaching behavioural strategies to 
parents of children with oppositional defiant disorder. Parents were taught 
nondirective play skills during a number of play sessions with their child where they 
were given coaching by the therapist via an ear microphone. The results showed 
positive improvements in behaviour for parent and child measures both observed and 
rated. Also behavioural improvements generalised improvements to the classroom 
setting for two to seven-year olds (McNeil, Eyberg, Eisenstadt, Neweombe, & 
Funderburk, 1991).
The multi-modal approach developed by W eb ster- Stratton (1997), shifted the focus of 
intervention towards the parents’ relationship, and strategies for supporting the child’s 
aeademic learning and so included both parents. Parent skills and strategies included 
empathy, problem-solving, play, and establishing limits and consistency. Relationship 
building skills were focussed on caring for oneself, effective communication, 
supporting others, and problem-solving. A random controlled study compared 
individually administered videotape modelling, group discussion videotape modelling, 
group discussion only and a waiting list control group. It was found that all treatment 
groups reported significantly fewer problem behaviours and more pro-social 
behaviour compared to the control group. Fathers of two treatment groups also 
reported a reduction in problem behaviour. Long-term behavioural changes were
found in all treatment groups, but at three-year follow-up, the combined treatment 
group was found to produce the most stable improvements and was therefore 
considered the most cost-effective.
One immediate criticism of this research is that two parents or two care-givers were 
required for the intervention. This raises questions about the generalisabilty to one- 
parent families who may be at increased risk of low-economic status, family stress and 
maternal depression, all risk faetors to conduet disorders in ehildren (Campbell, 
Szumowski, Ewing, Gluck & Breaux 1982). It could be argued however that these
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families would also benefit as one of the primary purposes of the group training 
format was to foster supportive social networks. This is an area for further research.
A further, less promising outcome of the research is that though teacher reports 
confirmed improvements in children’s behaviour at home, they did not report 
improvements in children’s behaviour at school at three-year follow up. From this it 
was concluded that a ‘parent deficit’ approach was insufficient to produce an all round 
change in children’s behaviour. Therefore a child social skills programme using hand 
puppets for role play and videotape vignettes was added to the BASIC programme. It 
was found that the combined package was more effective than either the BASIC 
training, or child social skills training alone (Webster-Stratton & Hammond, 1997). 
However, there is evidence to show that the child social skills training alone can lead 
to behaviour improvements at home and at school even if delivered to children whose 
parents are unable to attend. Again a multi-modal intervention is indicated to 
increase the effectiveness of early intervention; however the above studies show that 
the individual programmes of parent training and child training can lead to 
improvements in behaviour also. This idea has now been taken a step further with the 
development of teacher training programmes. The rationale is that improvements in 
behaviour problems will not be generalised unless all significant adults affecting 
children’s behaviour is addressed.
There have been few studies of pre-school teacher training. One early study (Goff & 
Demetral, 1983) showed that training teachers for one day in behavioural techniques 
was effective in reducing instances of aggression and non-compliance at school. The 
reward system used did depend on the cooperation of parents who exchanged stickers 
which were earned at school for pre-arranged privileges at home. All children 
involved in the study were very responsive to treatment though unfortunately no 
follow-up was carried out. This intervention was also cost-effective, involving 
parents attending one meeting and one home visit. It is therefore difficult to comment 
on the effectiveness of teacher-training per se from this study as parental involvement 
could have also been an effective element. However, the idea of collaboration 
between teachers and parents has been incorporated in the latest development to 
Webster-Stratton’s’ programme.
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It was hypothesised that positive outcomes for children with eonduet disorder would 
depend on the interrelationships between children, their parents, teachers and peers. 
Teaching principles from ‘BASIC’ and ‘ADVANCE’, ehild social skills learning 
(Webster-Stratton, 1998) are combined with training teachers in classroom 
management techniques. The resulting programme ‘PARTNERS II’ also encouraged 
collaboration between teachers and parents of children with conduct disorder thereby 
expanding the ecological component of the intervention whilst still incorporating ideas 
from attachment theory, and social learning theory. Interim results comparing child 
and parent training with and without the teacher training element show that teacher 
training adds to the effectiveness of improvements in children’s behaviour at school.
A similar example of this model, ‘Little Hulton Project’ was evaluated by White, 
Agnew, & Verduyn, (2002). This project had particular relevance as it was based in 
the UK and demonstrated that ideas and research developed in the US can be 
clinically significant in the UK. The Little Hulton project was based in Salford, an 
area of high socio-economic deprivation, and targeted a high risk population where 
previously clinical psychology services were considered difficult to access. The 
programme combined the use of parent training groups based on Web ster- Stratton ’ s 
model deseribed above, (Webster-Stratton, 1990), a weekly community based session 
run by a clinical psychologist, and training and consultancy of community-based 
professionals. This programme delivered and outreach service to a ‘hard to reach’ 
population and also emphasised working within a multi-agency framework and 
collaboration between community based professionals. Results indicated through the 
use of standardised questionnaires, and qualitative analysis of service-users views, that 
the course was effective in reducing parent’s ratings of their children’s problem 
behaviour. Parental levels of depression and self-esteem were also raised and all the 
changes were maintained up to 12 month follow-up. This was not a random 
controlled study and so specific conclusions about the individual or combined efficaey 
of the techniques used cannot be drawn. Furthermore no investigation was carried out 
into those who did not attend the programme, or the generalisability of results to 
different environments. However, the programme did have good uptake and 
attendance of a high risk group and thereby made clinical psychology services more
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accessible. This project also highlighted the need for clinical psychologists working 
within services for young children to create networks and provide consultation with 
other professionals and voluntary agencies in the field. Sueh ‘working partnerships’ 
were thought to maximise psychological expertise creating efficient use of resources, 
(White, Agnew, & Verduyn, 2002). This is particularly the case when populations 
who have been shown to be at risk can be specifically targeted and service delivery 
can be tailored to meet their needs.
The development of early intervention strategies for behavioural problems in children 
has shown incorporation of several theoretical models into clinical practice. One 
outcome of research into the effectiveness of different interventions seems to be that 
no one model is sufficient to drive clinical intervention. The multi-modal 
interventions which reflect more accurately the multiple risk faetors and the different 
domains (individual, family and eommunity) in whieh conduct problems exist and are 
influenced by, seem to be the most effective many of which are also cost-effective. 
Guralnick (1997) concluded that high quality programmes centre on the needs of 
families, are based in local communities, are multidisciplinary and multi-ageney. 
However, there exist many limitations within the research which limit the conclusions 
which can be drawn.
Methodological limitations
Some of the methodological limitations of the evaluation of parent training have been 
mentioned above in relation to specific studies. Firstly as Webster-Stratton, (1998) 
identifies there is little research relating to the definition of ‘improvement’ in conduct 
problems, in particular how much change constitutes significant improvement? Few 
studies measure the effectiveness of interventions with direct observations of 
children’s behaviour, relying instead on teacher or parent rating. Durlak & Wells, 
(1997) in their meta-analytic review of intervention programs observed that studies 
using standardised measures showed smaller effect sizes than those using non­
standardised measure. Some studies (Eyberg, Boggs, & Algina, 1995, Webster- 
Stratton & Hammond, 1997) did provide ratings of behaviour accompanied by 
independent observations of children’s behaviours which adds strength to outcome
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reports. It seems therefore a necessity for future research to incorporate both standard 
measures and convergence from more than one observer to maximize the validity of 
results.
Few of the studies mentioned address the issue of whether improvement in behaviour 
generalised across different settings. Webster-Stratton (1997) suggested that 
improved ehild behaviour at home did not generalise to school. Her reaction to this 
was to develop the intervention to include significant adults who influence the child in 
all settings thereby bypassing the issue of generalisability. However, more evidence is 
needed to clarify whether this is a necessity, (this may be so due the collaborative, 
ecological aspect of the intervention) or whether some interventions can generalise 
across different settings whieh may then be more cost-effective.
Another major methodological criticism is that no studies involve a ‘true’ control 
group. For example, many of the Webster-Stratton studies compared treatment groups 
to a waiting list control group, but effects could only be described as ‘stable’ at long 
term follow-up and were not compared to a control group at this stage of the study. 
However, it would be unethical to provide no intervention for an identified ‘true’ 
control group. Also, there have been no randomised control studies with sample sizes 
large enough to allow statistical analysis of confounding variables.
Perhaps the main problem in the evaluation of the effectiveness of early interventions 
is how to attribute positive effects. This has been made particularly difficult given the 
multi-modal nature of those interventions which appear to yield the best results. 
There are many variables in the different treatment approaches, for example, timing 
and modality of treatment, therapist variables, and content of treatment, but which are 
the ‘active ingredients’ for positive behavioural change? These will be discussed in 
turn below.
Timing of intervention
Intervention programmes targeted at pre-school children are more effective than those 
targeted at older children according to Webster-Stratton, (1997). It has also been 
found that the adolescent age group is difficult to treat using parent training strategies
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(Kazdin, 1997), and speculated that peer groups are more influential than parents at 
this stage of life. However, Serketieh & Dumas (1996), in their meta-analysis of 
parent training programmes concluded that improved treatment effects were found in 
older children. Golding, (2000) suggests that severity of difficulty rather than age 
may be the more significant factor to explain treatment outcome. An important issue 
raised from this debate is that families and ehildren at risk of developing conduct 
disorder can be identified and therefore it may be possible to work preventatively to 
avoid the development of severe family problems (Webster-Stratton, 1997). 
Nevertheless, there is as yet no evidence to suggest the optimal timing for 
interventions whether reactive or preventative. Such research would carry important 
implications for purchasers of services and how best to target service resources.
Treatment Modality
Group programmes have been shown to be equally effective as individual 
programmes and are more cost-effective (Webster-Stratton & Hancock, 1998). Group 
programmes have the added benefit of peer support and decreased social isolation 
which according to Webster & Hancock (1998) increases engagement in treatment. 
However, it is likely that some families are reluctant to join group programmes for 
fear of criticism, and some families will not be organised enough to attend 
programmes. In these cases, home based programmes may be more likely to succeed, 
yet there has been no evidence on whieh to base differentiation between families.
Therapist variables
Therapist variables have been given little attention though there is some evidence to 
show that therapist training and skill affects outcome (Kazdin, 1997). Patterson & 
Forgateh (1985) studied elient-therapist interactions and linked directive behaviours 
sueh as ‘teach’ and ‘confront’ to parental resistance whereas directive behaviours such 
as ‘facilitate’ and ‘support’ were linked to greater compliance. The Webster-Stratton 
programme ‘PARTNERS IT (Webster-Stratton, 1998) has incorporated an element of 
collaboration between parents and teachers in whieh therapists can challenge but in a 
supportive context. This is thought also to reduce resistance, however further research 
is needed to clarify specific interactional techniques on outcome.
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Content of therapy
Components of interventions have been explored in various studies. For example, 
Webster-Stratton has shown elements of child social skill training and parent training 
both to produce positive outcomes alone, but effects are increased when combined 
(Webster-Stratton & Hammond, 1997). More specifically, the uses of ‘time-out’ and 
reinforcement have been shown to enhance treatment effects (Kazdin, 1997). 
However, as with all the variables mentioned above, it is impossible to disentangle the 
effective elements from all the confounding variables particularly when treating such 
a potentially diverse client group. Perhaps at present the best we can establish is 
whieh themes appear to be elinically effective and it will be a challenge for ongoing 
research to add clarity to these.
Broader Issues
There are some broader contextual issues which must be considered in order to 
evaluate the evidence for early intervention, namely, non-response to treatment, and 
ethnicity.
Non-response to treatment
Approximately one third of families of conduct-disordered ehildren either drop-out of 
treatment, or do not show positive changes (Webster-Stratton, 1997). Faetors which 
have been shown to relate to such families are maternal and paternal depression, 
marital conflict, family isolation, and socio-economic status (Webster-Stratton & 
Hancock, 1998). Unfortunately, these are also the factors associated with increased 
risk of conduct problems which are thought to be increasing and subsequently there is 
a need to broaden parent training programmes for at risk families focussing on parent 
support networks and community building (Campbell, Szumowski, Ewing, Gluck & 
Breaux, 1982). Webster-Stratton, (1997) suggests that programmes are often difficult 
to get to, expensive, and can feel blaming to some families, and so need to be made 
more flexible and non-stigmatising to be accessible to high risk families. She believes 
also that the more positive parents feel about their own social support, the more 
nurturing they will be in their parenting. However, interventions targeted specifically 
for this client group will also need to be effectively evaluated.
65
Academic dossier
Ethnicity
Increasing ethnic diversity in the US and Europe make it important that cultural 
parenting differences are recognised and incorporated into parenting interventions To 
date, there have been few studies with enough subjeets to detect ethnic differences in 
outcome (Forehand & Kotehik, 1996). However, given that the most recent 
approaches to early intervention involve a strong collaborative element where parents 
set their own goals based on personal values, it may be that cultural differences are 
more easily adapted to.
Finally it is important to note some of the discrepancies between the perspectives of 
funders, clinicians and researchers in the interpretation of research evidence. The 
clinician’s priority is the occurrence of change itself and so the decisions they make 
about the most effective treatments will be based primarily on outcome research. In 
the delivery setting, other factors such as patient charaeteristies, family circumstance, 
and resources available will also affect choices made. The above studies though 
incapable of providing clinicians with specific answers about treatment choice, can 
make elinically useful recommendations about strategies whieh yield the positive 
results. Studies sueh as the ‘Little Hulton Project’ (White, Agnew, & Verduyn, 2002), 
have provided important guidelines about how clinicians can best provide for specific 
client groups, and how they can operate within communities to maximise these 
effects.
From the funder’s standpoint, the delivery of treatments which are eost-effeetive will 
be the most attractive. Inferences around cost-effeetiveness are difficult to draw from 
research as outcome research is rarely concerned with long-term eost savings. 
However, some comparative studies have claimed to identify the most cost-effieient 
forms of treatment and which maintain treatment effects over time (Webster-Stratton, 
1990). Fonagy, Target, Cottrell, Phillips, & Kurtz, (2000) recommend this model as 
the overall most efficient early intervention strategy for young children with conduet 
problems.
The priorities of the researcher are also different, and stem from funding bodies, and 
their own intellectual curiosity. It is suggested that research questions asked will
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follow funding bias for ‘unequivocal conclusions’ which subsequently create a 
vacuum for clinicians and funders, (Fonagy, Target, Cottrell, Phillips, & Kurtz, 2000). 
Clinicians have often complained that their experiences are not addressed within 
research while researchers have considered their findings to be ignored within elinieal 
practiee. Kazdin (1997) has proposed an integrated model for the development of 
interventions. He proposes that the eoneems of the clinician are incorporated in 
establishing formulation and boundaries within which any intervention should be 
applied. Researchers should be invested in the empirical tests of treatment models, 
whilst funders should focus on the tests of treatment outcome. He suggests that this 
model will integrate rather than ‘play o ff the differing needs of the stakeholders 
involved. Fonagy, Target, Cottrell, Phillips, & Kurtz, (2002) recognise the potential 
impact of such a model in terms of establishing which interventions work, but also 
state that at present this is something of an ideal rather than a ‘state of affairs’.
Conclusion
Early intervention treatment approaches have evolved considerably over the last 
couple of decades. Parent management training has been identified as the most 
effective format of intervention and has its roots in attachment, social learning and 
ecological theory. Treatment success increases when programmes are applied in a 
group format including teaching behavioural strategies, peer support, and increasing 
eommunity links for families and professionals alike. However, it would not be 
accurate to claim that ‘early intervention works’ per se due to the numerous 
methodological limitations inherent in the research literature. Further research 
questions have been indicated from studies, results from which would help to clarify 
what specifically works for whom. This would subsequently guide treatment targeting 
and delivery, and increase the overall efficiency and cost-effectiveness of services. 
Evaluation of the outcome literature can however provide elinically valuable 
guidelines for the choices of intervention and the methods of delivery of intervention 
to families of ehildren with conduct problems.
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Older Adults Essay 
YEAR 3 
March 2004
Critically discuss the similarities and differences of the characteristics of suicide 
in older people and younger adults. Consider the implications for assessment 
and service delivery in clinical psychology.
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Introduction
The National Suicide Prevention Strategy for England (DoH, 2002) reports that the 
majority of suicides in the UK now occur in young adult males. In men under 35, 
suicide is the most common cause of death. However, suicide is also a significant 
problem for older adults, but in our society a problem seems to be viewed as far 
less prevalent. It has been suggested that youth suicides attract far more media 
attention than late life suicides (Glass & Reed, 1993).
In 1995, it was reported that in fact the highest rates of suicide in the UK related to the 
demographic grouping of males over 75 years of age and that the number of female 
suicides continued to increase with age (Dennis & Lindesay, 1995). In the US, 
research predicts that by the year 2030, older adults will comprise 20% of the US 
population, and account for one third of all US suicides (McIntosh, Santos, Hubbard, 
& Overholster, 1994). Despite some disagreement over prevalence figures in the UK, 
there can be no doubt that as there is an increasing population of older adults, suicide 
amongst this group will continue to be a significant health problem, and one which at 
present seems to receive less attention in terms of research, investigation and 
guidelines than suicide in younger adults.
The eharaeteristies of suicide that will be discussed in relationship to suicide in 
younger and older adults will be epidemiological factors, elinieal and cognitive risk 
factors. It will be argued that these factors are clinically relevant in suicide of all ages, 
but have been found to have different specific effects, influences and manifestations 
depending on age, generation and cohort. During the later years in life, physical, 
psychological, financial, and social changes are typical. They are not exclusive to 
older adults, but are more likely to occur than in younger adults. They in turn 
influence how assessment and treatment is carried out within clinical psychology.
First, it is necessary to define tenninology. Studies define ‘younger’ and ‘older’ 
adults differently, their specific age ranges will be clarified with reference to the 
particular study cited. The national Institute for Mental health (NIMH) has developed 
a tripartite classification system which differentiates between suicidal ideation; those
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people who have thoughts and wishes of suicide, suicidal attempters; who have 
actually tried to commit suicide but been unsuccessful, and completed suicide. The 
scale between these three categories describes the “intensity and pervasiveness of the 
wish to die” (Beck, 1986). The studies cited to discuss the various eharaeteristies of 
suicide use participants from each of the three categories described above, and use 
diverse methodologies to do so.
General overview
Among older adults, there has been found to be two to four suicide attempts for every 
successful attempt (Marcus, 1995). The ratio for completed suicide attempts is much 
higher in older people suggesting that more lethal attempts occur amongst the aging 
population. This ‘success’ may be partly to do with physical frailty, possible 
opportunities, or perhaps because depression in later life is not identified or responded 
to and seen as a ‘normal’ part of ageing. Suicide attempts among older adults are 
commonly thought to be more genuine attempts to die, (Atchley, 1991), and as such 
involve more lethal methods than younger people, such as hanging and firearms 
(Lesnoff-Caravaglia, 1987). It has been suggested that the intention behind suicide 
attempts is different for older and younger people. Suicidal thoughts and attempts by 
younger people are often considered to be a call for help, or are motivated by anger, 
revenge, and self-blame (McIntosh, Santos, Hubbard, & Overholser, 1994). From an 
epidemiological perspective, adolescent suicide has been linked to increases in 
unemployment rates, divorce rate, and alcohol use. Factors such as multiple losses, 
changes in accommodation, and physical illness have been linked more closely with 
older people. Furthermore, compared to younger adults, older people are less likely to 
be in contact with mental health services. This may be a cohort effect of older people 
being resistant to psychological help (Lesnoff-Caravaglia, 1987), or that they may be 
more socially isolated and therefore less accessible to mental health services.
Clinical Risk Factors 
Psychiatric illness - Depression
At any one time, around 10-15% of the population aged 65 and over will have 
depression. Severe states of depression are less common and affect 3-5% of older
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people. The risk factors associated with depression in later life are cumulative losses 
associated with bereavement, life changes and isolation. Physical illness and frailty, 
and the recovery from strokes and falls are also linked with subsequent depression. 
Under-detection of mental illness in older people is common because of the nature of 
symptoms and the fact that many older people live alone. Depression is especially 
under diagnosed in the over 65’s particularly in care homes. This may be because 
mental health problems in older people are viewed by those involved in their care as 
‘inevitable consequences of ageing’ rather than as treatable conditions.
It has been discovered that over half of people who commit suicide after the age of 65 
years suffer from a major depressive disorder at the time of death (Henriksson, 
Marttunen, Isometsa, Heikkinen, Aro, Kuoppasalmi, & Lonnnqvist, 1995). Harwood, 
Hawton, Hope, & Jacoby, (2001) carried out a prevalence study of psychiatric 
disorders, personality disorders, and maladaptive personality traits through a 
psychological autopsy of ease notes of patients who had died through suicide. They 
compared this group with a natural cause death control group who were also older 
adults. They found that 77% of the suicide sample had a psychiatric illness at the time 
of death, and two thirds of the sample were suffering from a depressive disorder at the 
time of death. Depression in this study was found to be the only psychiatric disorder 
to be a predictor of suicide in the comparison of suicide and control groups.
Dementia
Mild dementia is a risk factor for suicide in later life (Margo & Finkel, 1990), though 
this relationship is complex. The risk is thought to decline as executive function 
declines, but increased carer supervision could also reduce the number of completed 
suicides. Differential diagnosis between depression and dementia is an important and 
difficult assessment procedure which will be discussed below.
Personality
Harwood, Hawton, Hope, & Jacoby, (2001) found that abnormal personality traits 
particularly obsessional and anxious types are also predictors of suicide in the elderly. 
They stress the importance of premorbid personality when assessing risk of suicide in 
the elderly. Though not always possible, this is best obtained from an informant.
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Psychotic disorders have also commonly been linked to suicide. Harwood, Hawton, 
Hope, & Jacoby, (2001) through their study find no evidence that these are any more 
prominent in suicide in older than younger adults.
Physical illness
Though most people who commit suicide in old age suffer from depression, somatic 
illness is also reported in people who both attempt and manage to complete suicide. 
Prevalence figures vary from 35% to 94% (Waem, Rubenowitz, Runeson, Skoog, 
Wilhelmson, & Allebeck, 2002). In their study, Waem, Rubenowitz, Runeson, 
Skoog, Wilhelmson, & Allebeck, (2002) examined the association between illness and 
suicide using a control group to represent the elderly general population. They found 
that the somatic problems of visual impairment, neurological disorder and malignant 
disease were all independently associated with suicide in older people. Furthermore 
they discovered that serious physical illness and burden of illness are stronger risk 
factors in men than in women. There is a less strong association between physical 
illness and suicide, than psychiatric illness and suicide. However, the nature of the 
relationship is less clear. Of clinical relevance to the above findings is that many older 
adults who commit suicide consult their G.P. in the last month before their death 
(Harwood, Hawton, Hope, & Jacoby, 2000), but many of these people fail to 
communicate any feelings of despair. Relatives observed suicidal feelings twice as 
frequently as doctors, and doctors were less likely to discuss suicidal feelings with 
patients in poor physical health (Waem, Rubenowitz, Runeson, Skoog, Wilhelmson, 
& Allebeck, 2002). This may be a further example of a generation effect, i.e. older 
people less likely and willing to discuss issues of a psychological nature. There is 
clearly a need for further research into the detection of suicidal ideation and 
depression in the context of physical disease.
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Alcohol
Alcohol has been found to be a significant risk factor of all suicides. Individuals with 
suicidal intentions are more likely to act under the influence of alcohol (Morris, 
Kovacs, Beck, & Wolfe, 1970). Furthermore suicide attempters were found to be 
more likely to have consumed alcohol in the 24 hours before admission than any other 
psychiatric patients. Alcohol consumption at the time of suicidal ideation seems to be 
linked to poor judgement, lack of control, and mood changes. This characteristic of 
suicide is common for people of all ages.
Cognitive risk factors
Hopelessness
Hopelessness has been described as an important concept in understanding the nature 
of depression, and suicide. Hopelessness has been found to be more strongly related 
to suicidal intent and attempt, and a better indication of suicidal intent than depression 
(Weissman, Beck, & Kovacs, 1979). Hopelessness has also been found to be a 
significant factor in the relationship between alcoholism and suicide attempts (Beck & 
Lester, 1976).
Hopelessness is a concept which was defined by Beck (1967) as ‘a general set of 
negative expectancies about oneself and the future’. More recently, MacLeod, Rose, 
& Williams (1993) has suggested that one of the central eharaeteristies of 
hopelessness is the individuals’ anticipation of future events. He showed that a 
parasuieidal group showed decreased anticipation of positive future events and no 
increase in the anticipation of negative future events than a control group. This study 
could not differentiate between depression and hopelessness as most of the study 
group also met criteria for depression. This study was replicated by Conaghan & 
Davidson (2002) looking specifically at older adults to see whether hopelessness and 
the anticipation of positive and negative life events are also characteristic of adults 
over 65 years. Three groups were compared; a depressed group, a community control 
group, and a parasuicide group. A reduction in positive future thinking was found in 
the parasuicide and the depressed group, and furthermore both these groups did not 
show an increase in future negative thinking. Therefore, parasuieidal older people do
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not view their future as being more negative than their non parasuicuidal counterparts. 
This finding is consistent with that of Macleod, Rose, & Williams (1993) and 
therefore not specific to older people. A further interesting finding was that the three 
groups studied did not differ in their socio-economic status, level of social isolation, 
physical health problems suggesting that the reduction in positive future thinking is 
attributable only to cognitive states rather that objective reality. This would also 
imply that in determining suicide risk, individual elinieal and cognitive risk factors are 
more clinically informative than demographic or epidemiological factors.
Cognitive errors
Dysfunctional assumptions, dichotomous thinking, and poor problem solving ability 
are also associated with suicide in individuals across the whole age range (Ellis & 
Ratliff, 1986).
Bonner & Rich (1987) found dysfunctional assumptions to play an important role in 
predicting suicidal ideation. Linked to this, Linehan, Goldstein, Neilsen, & Chiles 
(1986) discovered that people who experienced suicidal ideation followed by a suicide 
attempt also stated fewer reasons for living than groups of psychiatric patients and 
controls.
Dichotomous thinking is characteristic of depression, but it has also been specifically 
linked to suicidal ideation (Beck, Rush, Shaw & Emery, 1979). Interpersonal and 
impersonal problem solving deficits have been identified in both suicidal adults and 
children. They are less likely to think flexibly, consider alternatives, and persist in 
ineffective problem solving. Ineffective problem solving has also differentiated 
suicide attempters from suicidal ideators, (Linehan, Goldstein, Neilsen, & Chiles 
1986).
These cognitive errors are all common eharaeteristies of depression. However their 
relationship to hopelessness is less clear. Ellis & Ratliff (1986) proposed that 
hopelessness is a consequence of dysfunctional assumptions, dichotomous thinking, 
and problem solving deficits. Beck, (1986) has suggested a more direct relationship 
between hopelessness and problem solving specifically. He found that depressed
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suicidal ideators demonstrated impaired problem solving ability when depressed, but 
this ability improved as their depression was resolved. The relationship between 
different cognitive risk factors becomes clinically valuable when using rating scales to 
assess for suicide risk, these will be discussed below.
Suicidal thinking
A more general study looking at the manifestation of suicidal thinking was carried out 
by Miller, Segal & Coolidge, (2001). This is also one of the few studies to directly 
compare age related eharaeteristies of suicide in older and younger adults. Results 
from this study suggest that older adults do not manifest suicidal ideation differently 
than younger individuals and it is quoted in this study that older adults have a far 
higher suicide completion rate than younger adults. This finding can be interpreted in 
various ways. For example, it could be that younger and older adults actually do think 
about suicide at the same level. Alternatively, older adults may think more of suicide 
but be less inclined to report ideation or intent (Miller, Segal & Coolidge, 2001). 
This may be another example of a cohort effect of older people being less inclined to 
access psychological help (Lesnoff-Caravaglia, 1987). The finding that older people 
are less likely to report suicidal ideation and intent, but more likely to successfully 
complete suicide implies that assessment is potentially more complex.
The study also considered reasons for not committing suicide, which did demonstrate 
age related differences. The group of older adults reported ‘moral objections’ as a 
stronger reason for not committing suicide. Religious beliefs have been cited as a 
common coping strategy used by older people, and furthermore, some religions 
prohibit suicide, (Koenig, George, & Siegler, 1988). It was also found that ‘child 
related concerns’ was a stronger reason for living in the older group. However this is 
explicable by the fact that older people are likely to have longer attachments to their 
children. This study illustrates some of the reasons that people do not commit suicide 
such as their particular beliefs, and life-sustaining eharaeteristies which may be useful 
in terms of suicide prevention. However, the participants used were not a clinical 
sample and so the generalisability of results is limited. Perhaps the most significant 
limiting factor is that the population under investigation were not depressed, and so 
their thinking was not affected by cognitive distortions.
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A further study analysing suicide notes also illuminated some age-related cognitive 
differences in suicide completers (Leenars, Wilde, Wenekstem, & Krai, 2001). 
Suicide notes from 80 suicide completers representing four developmental age ranges 
(adolescents, young adults, middle adults, and older adults) were analysed on eight 
different categories. These were unbearable pain, cognitive constriction, indirect 
expressions, inability to adjust, interpersonal relations, rejeetion-aggression, and 
identification-egression. Though there were similarities in all eight categories in 
suicidal behaviour across the life span, this could have been a null effect resulting 
from the low power of the study. However, some salient differences were noted. For 
example, adolescents scored higher than adults on the categories of cognitive 
constriction e.g. rigidity of thinking and concreteness, and indirect expression e.g. 
ambivalence, and rejeetion-aggression. It was suggested that adolescents are more 
likely to be preoccupied by one trauma such as rejection of a partner, or conflict with 
a parent and are unable to focus on any other issues. Words like “always”, “no-one”, 
and “never” were commonly found on adolescent’s suicide notes. Adolescents’ 
demonstrate ambivalence and confusion and at the same time define both their 
problem and their solution narrowly. These factors have been linked to the 
adolescent’s developmental stage. For example, Erikson (1968) proposed that 
adolescence is a time for identity development. He describes this as a complex and 
difficult transition which can be prone to over identification with specific people. 
Hence, adolescents are more susceptible to reacting to the types of trauma described 
above with suicidal behaviours.
Young adults were also found to show specific differences to older adults and 
adolescents. They scored higher on categories of ‘unbearable psychological pain’, 
and ‘inability to adjust’. This was explained as a eharaeteristic of young adults 
‘crystallization’ of mental disorders in this age group (Leenars, Wilde, Wenekstem, & 
Krai, 2001).
This study has provided a valuable insight into the cognitive processes first-hand from 
suicide completers and placed them into a developmental framework. However as
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Curran (1987) observes, what can we generalise from note writers to those suicide 
completers who do not leave notes?
In summary there are numerous eharaeteristies of suicide common to people of all 
ages. Those mentioned here are not exhaustive. Depression, loss, drug and alcohol 
use, and living alone are risk factors for all age groups. Older people additionally are 
more likely to undergo multiple losses, changes in accommodation, and suffer 
physical illness. Likewise, there are many similar cognitive risk factors in suicide 
such as ineffective problem solving and dichotomous thinking. However, research has 
indicated that there are some factors related to age and developmental stage such as 
reasons not to commit suicide, and rigidity of thinking. On a clinical level, though 
demographic factors can be useful in predicting suicide risk for groups of people, 
cognitive and elinieal risk factors need to be identified and assessed on an individual 
level in order to best avert and/or treat suicidal individuals. Age related similarities 
and differences will be discussed in relation to the assessment and treatment services 
for suicidal individuals below.
Assessment
Overview
Assessment of suicide risk in older and younger adults who are being treated for 
depression should be routine. However, when patients present with suicidal ideation 
or having made a suicide attempt, a more formal assessment is necessary (Williams & 
Wells, 1989). Numerous issues need to be explored in a elinieal interview. These 
include psychiatric illness, drug and alcohol use, adaptive and maladaptive coping 
strategies, resources and social support, cognitive style, attitudes towards death and 
reasons for living, and previous suicidal ideation and attempts. The detail of suicidal 
thoughts also needs to be evaluated to establish the concreteness of suicide plans, 
patients understanding of the lethality of plans, and opportunity to carry out pans.
Suicide assessments procedures are being developed in a broader range of settings 
according to the National Suicide Prevention Strategy (DoH, 2002) such as Accident
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and Emergency departments, and substance misuse departments. The development of 
such training packages may well fall within the remit of elinieal psychology.
Rating scales
Rating scales are commonly used as an adjunct to elinieal interviews. These can 
provide a quantitative index of suicidality, and can also illuminate the specific areas of 
life which are causing the major problems. There are numerous rating scales 
currently in use, only a few of which will be mentioned here.
The Scale for Suicide Ideation (SSI: Beck, Kovacs, & Weissman, 1979) is a clinician 
rated scale administered as a semi-struetured interview. It also contains quantitative 
scales measuring the intensity of suicidal thoughts. This scale provides information 
on motives for and deterrents against committing suicide.
The Suicidal Intent Seale (SIS; Beck, Schuyler, & Herman, 1974) assesses the 
intensity of an attempter’s wish to die and so serves as an index risk of future 
attempts.
The Reasons for Living Inventory (RLI; Linehan, Goodstein, Neilsen, & Chiles, 1983) 
assesses reasons for not committing suicide and so can identify deterrents for future 
attempts and help to target interventions.
The Beck Depression Inventory, (BDI-II; Beck, Steer, & Brown, 1996), is a widely 
used tool measuring depressed attitudes, feelings, and symptoms. Scores are highly 
correlated with suicidal intent.
Finally, the Hopelessness scale (Beck, Weissman, Lester & Trexler, 1974) is also 
widely used to assess hopelessness or pessimism as these are a strong predictor of 
suicide.
Assessment procedures specific to older adults
When using rating scales or indeed any neuropsychological tests with older people, it 
must be ensured that test norms reach the age of the client being tested. Other
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considerations when testing or interviewing older people are sensory impairments 
which may affect cognitive performance, fatigue which may lengthen assessments, 
and physical health problems.
Older adults rarely self-refer to services and so their problems are often defined by 
others. Their problems are commonly not seen as being psychological, and older 
people will often have inherent cultural beliefs about psychological therapy.
During assessment, older people are more likely to be accompanied by carers or 
families. By virtue of being an older person, there will be a large amount of history to 
take which means that the assessor will have to be selective. Assessment information 
from contextual, biological, developmental, and relationships needs to be gained as 
with any adult suffering from suicidal ideation and/or depression. However for older 
adults there is increased focus on setting conditions and triggers in aetiology and onset 
of problems. Assessment should be able to inform a range of care needs such as 
social support and accommodation. Also information is needed to establish whether 
new learning can take place, and whether previous adaptive skills have been used. 
Social support is an important area to assess particularly if the older adult has suffered 
the death of a spouse. Emotional needs may be met by the family or wider 
community, but often are left unmet. Current activities and resources can also help to 
inform unmet needs or direct interventions. These issues are not all exclusive to older 
adults, but are more commonly experienced by the older generation.
Depression
Strong links between depression and suicide ideation/attempts make assessment of 
depression an intrinsic aspect of suicide assessment in people of all ages. Diagnosis 
of depression in older adults is more complex than with younger adults. Early 
recognition and treatment of depression in older adults can help to prevent serious 
consequences of physical illness, self- neglect, and potential suicide. Diagnosis of 
depression involves detailed history taking and examination of mental state, and 
suicide risk. In particular attention is focussed on causal factors such as bereavement, 
social isolation, alcohol abuse, and recent falls. Physical examinations and 
investigations are also a necessary part of assessment.
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Differential diagnosis
One of the most common and difficult differential diagnoses is between depression 
and dementia as depression can closely resemble the early stages of a dementing 
condition. For example, memory and other cognitive problems are associated with 
depression in older people, and these symptoms overlap with symptoms of 
neurological disorder. Further problems can arise when distinguishing between 
‘normal’ ageing and organic disorder. It is also possible to have eo morbid conditions 
of depression and dementia. Differential diagnosis is made by drawing on 
information from a number of different sources e.g. previous history, informant 
account, phenomenology, brain scan, and pre-morbid personality. The risk of suicide 
may be missed or mistaken unless differential diagnosis is accurately made.
Alcohol
As previously noted, alcohol use is a risk factor in suicide in people of all ages. 
However, alcohol misuse in later life is under-diagnosed. Presenting difficulties such 
as social isolation, falls, physical malaise and intellectual deterioration are often 
unrecognised as being alcohol related. Furthermore, performance changes are also 
more likely to be attributed to ‘normal’ ageing, depression and physical illness than 
alcohol problems.
Service Delivery
The National Suicide Prevention Strategy (DoH, 2002) has set out guidelines for 
service delivery. These include increasing research on suicidality and continuing to 
audit suicides within adult mental health services and older adult services. Much of 
the research to date on suicide and in particular suicide risk has been undertaken by 
psychologists who have provided psychological conceptualisations which have proved 
invaluable to this field. As scientist practitioners, elinieal psychologists will continue 
to add to the body of research and evidence based practice.
Services are to be developed to improve access to care by introducing assertive 
outreach, early intervention, and crisis resolution teams. Clinical psychology will
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have an important role to play in the assessment and treatment of elients, and also in 
staff training in suieide risk and management within these areas.
High risk groups of men under the age of 35 years and substance misusers are 
identified as target areas for suieide prevention strategy; older adults are not included 
in this category. However, service guidelines for older adults suffering from 
depression are outlined in the National Service Framework for older adults (DoH, 
2002). This states that diagnoses of depression should be made and explained to the 
patient; assessment of suieide risk should be made with particular attention to 
comorbidity, especially dementia and physical illness. Anti depressant medication 
should only be administered with the knowledge that older people can take their 
medication. Referral to specialist mental health services for older people is warranted 
if diagnosis is uncertain, there are complex physical problems, or there is a risk of 
suieide. Specialist services are likely to offer ongoing risk assessment, aim at 
improving social networks, and sources of social support, and psychological 
intervention.
Psychological treatment for depression/suicidal ideation is a key area for service 
delivery and will largely be undertaken by clinical psychologists. As with younger 
adults, the evidence suggests that CBT is an effective intervention for depression. 
Meta analysis has shown that CBT has ‘above average effects’ with older adults 
(Piquart & Sonerson, 2001).
It has been suggested that many of the problems which older adults face are 
determined by maladaptive expectations, interpretations and assumptions, which 
cognitive therapy can help to address (Glantz, 1989). Cognitive therapy can also help 
to deal with practical and social problems by imparting a sense of responsibility and 
level of competence, teaching problem solving, interpersonal and coping skills.
There are numerous aspects of psychological therapy which are specific to older 
adults, these will be discussed below.
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Older adults are a heterogeneous group, but perhaps more homogenous than younger 
adults: The older population has lived through various critical incidents such as 
economic depression and World War II which may have had a formative influence on 
their belief systems. Of particular significance is older people’s attitude towards 
therapy and therapists. For example, Glantz (1989) notes that older people’s views of 
psychotherapy were formed when many stereotypes about mental illness existed. For 
example, psychotherapy was only for ‘crazy’ people, or those with ‘moral 
weaknesses’. Older adults are predisposed to think of their problems in a medical 
model, and perhaps assume that if the doctor cannot solve their problem, then like 
their old age it will not go away.
Therefore increased time may be needed to orientate older people to psychological 
therapy for depression or as a response to suicidal ideation or attempt. Morris & 
Morris (1991) specify further conditions where psychotherapy is optimised for older 
people. They specify that older people may need a less abstract and interpretive 
approach. Session lengths need to be flexible in length, and also services need to be 
flexible in ease of changing eireumstanees e.g. physical health. Therapists need to be 
aware of any social or physical limitations. Also, age contrasts need to be considered 
when goal setting with older people. Glatz (1989) cites the example that an older 
widow compared to a younger widow will have a much smaller opportunity and 
probability of and a greater set of practical difficulties in re-entering the social world 
to establish meaningful relationships.
Services need to be able to reach the most ‘at risk’ groups and provide suieide risk 
assessment in a range of different settings to increase accessibility. The needs of older 
adults as discussed are complex, and services need to be flexible to meet the diverse 
psychological, social, and physical health care needs.
In conclusion, there are many similar characteristics of suicide in younger and older 
adults. No eharaeteristic is exclusive to a particular age range, or developmental 
stage. However, studies have also shown cognitive risk factors to show age related 
differences. Also, the likelihood of various clinical risk factors occurring, and of
Academic dossier
competing needs affecting the assessment and treatment process does seem to change 
as people grow older.
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Summary of Clinical Dossier
This section includes an overview of my elinieal placements during the 3-year 
doctorate in Clinical Psychology. Details are provided of the placement locations, 
dates and names of supervisors, elients seen and interventions made. Summaries of 
four case reports are also given relating to the four core-placements. These are 
submitted in full, along with full details of clinical experience (including placement 
contracts and log book, samples of correspondence and evaluation forms) in Volume 2 
of the portfolio.
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OVERVIEW OF CLINCIAL EXPERIENCE GAINED ON 
PLACEMENTS ON THE CLINCIAL DOCTORATE 
TRAINING
Core Placements
Adult mental health 
Learning disabilities 
Child, adolescent and family 
Older adults
Specialist placements
CBT for adult mental health 
Neuropsychology
The placements are presented in the order in which they were 
undertaken.
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Placement Summary 
Adult Mental health
Supervisor: Dr Vieky Vidalaki
Location: Wimbledon CMHT, Nelson Hospital, Wimbledon, London.
Dates: October 2001 -  Mareh 2002.
Clinical Experience
Clients were both male and female (age range 21 -  55). Presenting problems included 
depression, anxiety, social phobia, relationship difficulties, OCD, and Huntingdon’s 
Chorea. There was some in-patient work including involvement in ward-rounds. 
Models used were mainly CBT, and interventions focussed mainly on the individual. 
I was also a co-therapist for a group for elients with bi-polar affective disorder. I also 
gave a presentation on body dysmorphia.
Assessments
Assessments undertaken were BDI-II, BAI, ME AMS.
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Placement Summary 
People with Learning Disabilities
Supervisor: Dr Derek Blaekbum 
Location: St Leonards-on-Sea, East Sussex 
Dates: Mareh 2002 -  September 2002.
Clinical Experience
Clients seen were both male and female (age range 19 -  59). Presenting problems 
were mild, moderate and severe learning disabilities and ineluded Autistic Spectrum 
Disorder, Down’s syndrome, Prader-Willi syndrome, challenging behaviour, and 
sexuality problems. The main model used was eeo-behavioural, but CBT prineiples 
were also applied. Interventions were undertaken with individuals as well as carers 
and staff. I also ran a training session in a specialist care home. I attended a SCIP 
training course, and also gave a presentation on Dementia in Down’s syndrome.
Assessments
WASI, WAIS-III, Vineland, Thematic Apperception Test.
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Placement Summary 
Child and Family
Supervisors: Dr Kate Robinson and Olga Watts
Location: Child and Family Consultation Center, Richmond Royal Hospital,
Richmond, London.
Dates: October 2002 -  March 2003
Clinical Experience
Both male and female clients were seen (age-range 2 - 1 5  years). Presenting 
problems included Autistic Spectrum Disorders, behavioural problems, depression, 
anxiety, childhood sexual abuse, and eating disorders. Models used were CET, 
systemic, and narrative. One case was undertaken using psyehodynamic principles 
and was supervised by a psyehodynamic psychotherapist. I was involved in multi- 
diseiplinary team meetings whieh included a refleeting team. Joint working with 
other professionals in the team was undertaken with psychiatrists, social workers and 
psychologists.
Work was undertaken within the consultation unit, a GP surgery, and a children’s 
eenter. I was involved in a weekly ‘starter’ clinie which was a brief assessment and 
intervention elinic for ehildren with neuro-developmental problems. I also set up and 
was a co-therapist for a ‘living with teenagers’ group.
Assessments
WAIS-III, BDI-II, CONNORS
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Placement Summary 
Specialist Placement -  CBT for adult mental health
1
Supervisor: Dr Metka Shawe-Taylor
Location: South Tandridge CMHT, Langley House, Oxted, Surrey.
Dates: April 2003 -  September 2003
Clinical Experience
Clients seen were male and female (age-range 29-47). Presenting problems were 
personality disorder, social anxiety, OCD, depression, and severe physical disability. 
I also had some involvement with the local forensic team, and was involved in the 
forensic group supervision, and a joint assessment. The model used was CBT, and 
included some schema focussed interventions.
Assessments
WAIS-III, WMS, BDI-II, SCL-90.
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Placement Summary 
Older Adults
Supervisor: Dr Farzad Shamsavari
Location: Psychology service for older adults, Woodroffe House, Toi worth Hospital, 
Surbiton, Surrey.
Dates: September 2003 -  March 2004.
Clinical Experience
Clients seen were both male and female (age range 67-88). Problems included 
bereavement counselling, OCD, social anxiety, depression, cognitive difficulties. I 
also set up and co-ran an inpatient ‘coping with depression’ group. Models used were 
CBT, and integrative, and psyehodynamic.
I gave a case presentation to the CMHT. I spent some one to one teaching sessions 
with the assistant psychologist focussed on CBT theory and interventions.
Assessments
WAIS-III, WMS, NART, COWAT, CAMCOG, Wisconsin Card Sorting Test.
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Placement Summary 
Specialist Placement -  Neuropsychology
Supervisors: Dr Selen Osman / Dr Noelle Blake
Location: The Wolfson Neurorehabilitation Center/ Putney Neurorehabilitation
Community Team
Dates: March 2004 -  September 2004.
Clinical Experience
At the Wolfson Center, clients seen were both male and female (age range 42 -  74). 
Problems included the rehabilitation of traumatic brain injury. Comprehensive 
cognitive assessment was undertaken with all patients. Interventions included 
cognitive compensatory strategies, focus an adjustment difficulties, challenging 
behaviour, and improving insight. Interventions were aimed at individuals and 
families. The main models used were cognitive behavioural, behavioural and 
systemic.
In the community team patients were both male and female. Problems included 
traumatic brain injury and stroke. Interventions were focussed on adjustment issues 
and depression. The main models used were cognitive behavioural and systemic. 
There was the opportunity of joint working with the multi-diseiplinary team.
Assessments
WAIS-III, WASI, WTAR, HAYLING & BRIXTON, KAPLAN, RBANDS.
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SUMMARY OF CLINICAL CASE REPORTS
Core placements
Adult mental health 
Learning disabilities 
Child, adolescent and family 
Older adults
Specialist placement
CBT for adult mental health
The summaries are presented in the order in which they were 
undertaken.
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Adult Mental Health Case Report
The assessment and treatment of Dysthymia and anger problems in a 33-year-old
male
March 2002 
Year 1
Presenting Problem
This case was of a 33 year old male, Dave, who presented with a long history of mood 
difficulties. He was also epileptie following a head injury he sustained whilst 
working. He also had a history of alcohol and drug use.
Assessment
He was assessed within a local CMHT following referral from his GP. He was 
referred to the trainee following assessment by the consultant psychiatrist. His 
symptoms were eonsistent with a diagnosis of dysthymia as specified by the American 
Psychiatric Association’s Diagnostic Statistical Manual IV (DSM-IV, APA, 1994). 
This diagnosis was made initially by the consultant psychiatrist and was agreed 
collaboratively by the clinieal multi-disciplinary team and the patient aeeording to the 
standards of elinieal govemanee. (South West & St Georges Clinieal Governance Plan 
2000/01). To fulfill the DSM-IV eriteria for dysthymia, patients must have depressed 
mood plus two other depressive symptoms. The condition is very similar to 
depression except the symptomatology is both mild and ehronic.
Assessment was carried out over two sessions and involved psychometric assessment 
using the BDI-II.
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Treatment
Dave was treated with Cognitive Behaviour Therapy, and Motivational Interviewing 
for his drinking and drug use. There is a strong evidence base to support the use of 
cognitive-behaviour therapy (CBT), for dysthymia.
Formulation
Dave’s early experienees were of a highly critical father for whom ‘nothing was ever 
good enough’. It was hypothesized that this experience eontributed greatly to Dave’s 
feelings of inadequacy and assumptions about himself as a failure.
Dave, in his early twenties aehieved a great deal in accordanee with his concepts of 
sueeess. He owned his own business and home, and became a father. These events 
lessened Dave’s sense of failure as to some degree he has evaluates himself on 
material possessions, appearance and status. However when he lost these 
aehievements, his failure beliefs were re-activated which resulted in an upsurge of 
negative automatic thoughts. These thoughts led to changes in Dave’s behavior, his 
responses varying according to his environment. When alone he spent long periods 
ruminating on past regrets that served to lower his mood further. When in eompany, 
Dave’s predominant mood was agitation and he frequently became verbally 
aggressive to colleagues. His aggressive outbursts were further exaggerated when 
under the influence of alcohol or illicit substances. Dave recognized that his moods 
lowered following an episode of drinking or drug taking. When alone, Dave found 
himself to spend long periods ruminating and crying and withdrawing from social 
contact. This served to lower his mood further collude with his view of himself as a 
failure.
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Treatment
Dave attended a total of eight treatment sessions and eaneelled one session. He did 
not attend a total of four sessions, one towards the beginning of treatment, and three 
consecutive sessions towards the end of treatment.
Dave’s drinking and drug use was addressed first in treatment. Initially, Dave 
described ambivalenee about his drinking and drug use. Though he used it as a 
‘eoping mechanism’, in the longer term he reeognized that it eontributed to his 
problems. By exploring the consequences of future drinking and drug use Dave’s 
cognitive dissonanee was heightened and he made a deeision to aim for abstinence. 
During the next four treatment sessions. Fennel’s (1989) model of depression was 
collaboratively worked through. Dave was given self-help literature from ‘Mind Over 
Mood’ (Padesky & Greenberger, 1999) and homework tasks were to practice the 
identification and modification of negative automatie thoughts. Sessions were spent 
‘troubleshooting’ errors made and building on Dave’s skills. Examples of thought 
restructuring in vivo were elicited to ensure that Dave was transferring the techniques 
learned in session to outside the treatment room.
Dave’s dysfunctional assumption “unless I am perfect then I am a failure” was 
identified by the Downward arrow teehnique (Bums, 1980). Confirmatory evidence 
for this underlying assumption was gained through common themes found in Dave’s 
thought records. Examples of his negative automatic thoughts were: “I have failed 
Emma (daughter)”; “I am never good enough at my job”; “Nothing I do is ever good 
enough”.
Outcome
The BDI-II and drink/dmgs usage ware used as outcome measures. They both 
showed a reduction in symptoms at the end of treatment, but there was unfortunately 
no opportunity to investigate any longer term effects of treatment.
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Critique
The use of motivational interviewing and cognitive behavioural therapy were useful 
and appropriate strategies in this ease. It may have also been useful to assess Dave’s 
head injury using cognitive testing.
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People with Learning Disabilities Case Report
Behavioural assessment and treatment of a 21 year old woman with Prader-Willi
syndrome with ehallenging behaviour
September 2002 
Year 1
Reason for referral
Mary was referred to the Community Learning Disability Team by the manger of her 
care home for help with the management of her physical and verbal aggressive 
outbursts. She had been involved in assaulting staff and other residents at her care 
home. Mary had Prader-Willi syndrome (PWS)
Assessment
Assessment was carried out at the care home and involved interviews with Mary, her 
care staff, direct observation and retrospective information gathering from nursing and 
speech and language therapy notes.
Functional analysis was used to assess Mary’s daily behaviour patterns. Description, 
antecedents, consequences and frequencies of her behaviours were established.
A thematic apperception test was carried out to gather more information from Mary 
on an emotional level.
Background information
Mary was adopted, and then fostered aged 1. She was diagnosed with PWS aged 13. 
PWS is characterised by an insatiable appetite for food whieh left unmanaged can lead 
to life-threatening obesity. PWS is also characterised by delayed emotional and social 
development. Mary was socially appropriate at times, but also displayed aggression to 
others usually in connection with the desire to acquire food. This was the reason for
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her placement at the home, her adoptive parents no longer being able to cope with her 
behaviour.
Mary also had communication problems. Though her verbal skills were competent 
and she could understand 3 information carrying words, she was easily distractible 
which lead to feelings of frustration and subsequent aggression.
Relationships
M had an extremely close relationship with her mother though was ambivalent about 
her decision to place her in the home. M’s relationships with staff and residents in the 
home were damaged by her aggressive behaviour.
Formulation
The information during assessment was integrated according to LaVigna’s eco- 
behavioural model. This involved understanding the immediate contingencies 
explored through functional analysis and also individual considerations such as PWS 
and environmental factors. The TAT provided useful context for this formulation.
Intervention
Intervention was directed at the responses to and consequences of her behaviour. 
Positive reinforcement of Mary’s adaptive behaviour was aimed at providing concrete 
reward for adaptive behaviour and providing opportunity to give consistent feedback 
and raise her self-esteem. A ‘star-chart’ was introduced to Mary’s care plan. This 
was a modified version of a chart already initiated by staff. The emphasis of this 
intervention was around staff spending time with Mary each evening to give her a 
tangible reward if appropriate, but also to provide a daily review of her behaviour and 
allow her to receive feedback in a consistent manner.
M was also referred back to the speech and language therapy for an updated Personal 
Interaction Profile so that her strengths and limitation could be better understood by 
the care home staff.
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Outcome
Outeome was measured in the number of incidents documented by the eare home over 
a 3 month period commencing with her star-ehart.
It was found that there was variation in the severity of incidents and trigger factors. 
Mary had shown aggression towards a baby which had necessitated immediate risk 
management. This incident created strong feelings amongst the staff team who saw 
her behaviours as malicious and deliberate. This was discovered through interviews 
conducted amongst Mary’s care team. The overall number of incidents had however 
dropped, but Mary’s behaviour was seen to be deteriorations according to her care 
staff.
It was therefore necessary to focus on staff factors within the intervention. 
Reformulation
Reformulation included the impact of the interpretation made of Mary’s behaviour 
and how this served to lower her self-esteem and expectation.
Intervention
A training session was organised for all staff involved in Mary’s eare. This was based 
on evidence to show that improving staff skills in preventative and reactive 
management of challenging behaviour can reduce the number of incidents. The star 
chart was continued and monitored throughout this process.
The teaching session was aimed at orientation of the staff to a multivariate model of 
challenging behaviour, sharing the formulation of Mary’s challenging behaviour, 
challenging the ‘blame’ culture amongst staff, and to emphasise the importance of 
accurate information gathering, rather than concentration on the attributions of staff.
Training took place on site and was attended by 6 members of staff. Teaching 
methods were didactic and interactional. A questionnaire was used to establish 
understanding. The session had a mixed reception; some staff seemed defensive and 
not receptive to the recommendations offered.
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Outcome
The specific impact of the training intervention was not evaluated die to the ending of 
the trainees placement. However, the evaluation procedure at the end of the training 
session showed that some learning was evident, particularly a developing awareness 
that there were many causes to Mary’s behaviour. There as also some commitment 
shown to improving their reporting and documenting procedures. The findings and 
observations were fed back to Mary’s key worker and to the care home manager. The 
training intervention and subsequent follow-up was intended to act as a foundation for 
future intervention.
Critique
A large range of techniques were used to collect information about Mary. Modem 
and traditional assessment tools were used and adapted to M’s level of functioning.
This ease involved intervention with the individual as well as the system in which the 
individual was operating.
Longer-term outcome information was required for confirmation of the effectiveness 
of both interventions used.
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Child, Adolescent and Family Case Report
Assessment and treatment of a thirteen-year-old male with attention deficit
hyperactivity disorder (ADHD)
March 2003 
Year 2
Reason for referral
Ian was referred to a eommunity child and family consultation (tier two) service by his 
GP for the assessment and management of his disruptive behaviour and poor 
performance at school. Ian was frequently disciplined for his troublesome behaviour 
in and out of class and on school transport. Ian’s behaviour at home was a concern to 
his parents. Ian had been found to be lying and stealing from his parents, and 6 
months prior to the referral had been found with an empty packet of tablets which he 
had taken and stated at the time he wanted to die.
Assessment
Information was gathered from a variety of different sources. These included two 
assessment interviews with Ian and his mother, telephone contact with Ian’s school 
year head and psychometric assessments of Ian’s cognitive functioning (WISC-III 
UK). Conners, (Conners, 1990) ADHD rating scales were also completed by both of 
Ian’s parents and his teacher. Ian also completed a BDI-II scale (Beck Steer and 
Brown, 1996).
The assessment was carried out over three sessions, two in face to face contact with 
Ian and his mother, and one individual session to administer the psychometric tests.
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Initial formulation
Ian demonstrated home- and school- based problems of hyperaetivity, impulsivity and 
distractibility of sufficient severity to warrant a diagnosis of ADHD according to 
DSM- IV criteria with secondary moderate depression. The formulation of Ian’s 
ADHD was made according to Carr’s model (Carr, 1999)
Predisposing factors
Personal: Difficult childhood temperament.
Contextual: Inconsistent parenting. Mother normalized Ian's disruptive behaviour. 
Father much harsher on behaviour
Maintaining factors
Biological: Under arousal (speculated)
Personal: Below average intelligence. Co-morbid moderate depression.
Dysfunctional coping strategies e.g. stealing, lying, attempted overdose.
Treatment system factors: Previous negative experienee of psyehological formulation 
and intervention.
Family system faetors: Authoritarian parenting from father, and inconsistent parental 
discipline.
Parental factors: Inaccurate expectations about the development of children with 
ADHD, Negative attributional style from father.
Social network faetors: Negative attributional style from school, lack of education/ 
awareness on ADHD and overestimation by school of Ian’s intellectual capabilities.
Protective factors
Treatment system factors: Family accepts there is a problem and have accepted 
formulation and treatment plan.
Parental factors: Secure parent-child attachment, some authoritative parenting. 
Intervention (1)
It was decided jointly by the trainee and supervisor to tailor a multi-systemic 
treatment package for Ian including the following elements:
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• Psychostimulant medication
• Psychoeducation
• Cognitive behaviour therapy for ADHD/depression 
Reformulation
Before the psyehological treatment process began, information came to light which 
was responded to by an early reformulation of Ian’s diffieulties. Having commenced 
psyehostimulant medication, the clinical symptoms of ADHD had reduced 
dramatically.
Intervention (2)
In the light of this change in symptomatology, the intervention was refocused onto the 
maintaining elements of Ian’s situation, these largely involved contextual faetors. It 
was hypothesised that despite a significant reduction in Ian’s symptoms of ADHD, 
maintenance of his more adaptive behaviour and his improved mood would be 
maximised looking more systemically at his diffieulties. It was considered by the 
trainee that the maintaining factors of his difficulties could be addressed using 
narrative ideas including the cultural context in which his difficulties had evolved. 
Ian’s ‘narrative’ for the past few years had been determined by his behaviour at home 
and at sehool. It was thought that this change in foeus would also benefit Ian’s stage 
of development. Ian was entering adoleseence, a time when people make the 
transition from childhood to adulthood and where establishing identity is key.
Treatment (2)
Three further sessions were offered to Ian to undertake a narrative approaeh. 
Unfortunately Ian and his mother were unable to attend the final session and 
telephoned to cancel as they had transport diffieulties. A further telephone eall to 
Ian’s mother revealed that in the past week his behaviour at home had reverted back to 
being disruptive and difficult. Ian’s mother reported that on one oeeasion Ian had 
been caught stealing money from his father’s pocket. She also reported that as a result 
Ian’s relationship with his father had been damaged and as previously, he was now 
ignoring Ian. Ian was also reportedly continually arguing with his sister.
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A telephone eall to Ian’s school to his year head also confirmed that Ian’s behaviour 
for the past week has been disruptive and unmanageable. Ian had reeeived detention 
every day at sehool, the first since the commencement of his medication. Concerns 
were expressed onee more that should his behaviour continue in this manner, he 
would again be facing exclusion from school.
The trainee responded to this situation by attempting to arrange a further session to 
assess the situation. However, with limited time left on plaeement was unable to 
achieve this. Though various times were offered, Ian’s mother was unable to arrange 
transport. Despite the urgency of Ian’s situation a follow-up appointment with the 
trainee’s supervisor eould only be offered in a number of weeks. (Though it had been 
in the past, facing exclusion from school was no longer a criterion for ‘urgency’ 
within the service due to lack of resources). A letter was sent to Ian explaining this 
situation and reinforeing the externalisation of his difficulties.
Outcome
Outeome measures taken in mid treatment showed improvements in symptoms and 
behaviour from self-report, parents and teacher. However it was difficult given the 
multi-modal nature if the intervention to identify the ‘active’ ingredients. Given the 
significant reduction in the number of detentions received and the improvement in 
Ian’s mood one week after the medication commenced, it seemed reasonable to 
confirm an accurate diagnosis and effective medieation treatment of ADHD. 
Unfortunately it was not possible to define the overall outcome of treatment as it 
ended prematurely. Ian’s behaviour had reportedly reverted back to being disruptive 
and unmanageable.
Critical Review
Limitations of the narrative approach were discussed.
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Specialist Case Report -  CBT for Adult Mental Health
The Assessment and Treatment of a 30-year-old man with Social Phobia
September 2003 
Year 2
Presenting Problem
Tom had suffered from anxiety for nine years. This had manifested itself in intrusive 
thoughts and images. Tom had in the past engaged in eompulsive behaviours such as 
checking lights and doors and washing, though he had not engaged in these 
behaviours for the past year. He also complained of musele tension, and diffieulty in 
relaxing. These symptoms detracted from Tom’s enjoyment of his life, he felt as 
though they were ‘holding him baek’ beeause they made him angry, scared and 
nervous. Tom also expressed that he was extremely sensitive to what other’s thought 
of him and this led to him having very low self-esteem.
Assessment
- j
The trainee clinical psychologist conducted the initial assessment, carried out over two 
one-hour sessions. This included the Symptom Check List (SCL -  90-R) (Derogatis, 
1975). This is a 90-item self-report symptom inventory designed to reflect 
psychological symptom patterns (see appendix three). The questionnaire is reliable 
and validated as an outcome measure. This questionnaire was ehosen to cover a wide 
range of symptomatology.
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Formulation
Tom’s symptoms seemed to be consistent with a diagnosis of soeial phobia. This is 
defined in the Ameriean Psychiatric Association’s Diagnostic Statistical Manual -  IV 
(DSM-IV, APA, 1994) as a ‘marked and persistent fear of social or performance 
situations in which embarrassment may occur’. Tom consistently experieneed fear 
when exposed to social situations and at work when his actions were being evaluated 
by others. This caused him to behave in ways that eould potentially jeopardize Tom’s 
career, and eertainly eaused him high levels of distress, and anger.
Central to social phobia is the fear of negative evaluation by others. The social phobic 
believes that s/he will behave in a way whieh is socially unacceptable which will then 
lead to rejeetion and loss of self-worth. Clark & Wells (1995) have developed a 
cognitive model which defines the role of negative evaluation, and how eognitive and 
behavioural responses to this serve to maintain the problem. Information was 
gathered from Tom using reeent incident analysis to provide a ease eoneeptualization 
based on Clark & Wells’ (1995) model.
Treatment
Treatment took place over five one-hour sessions and included cognitive restructuring 
and behavioural experimentation. Further into treatment Tom’s core beliefs were 
addressed. Difficulties in treatment ineluded Tom’s perfectionist evaluation of his 
own progress, and of the way he utilized new techniques. These were also addressed 
within sessions.
Outcome
The SCL-90-R provided evidenee that there was some reduction of symptoms in all 
areas measured. When administered during Tom’s penultimate session, the SCL-90-R 
showed a slight increase in symptoms of anxiety, somatisation, and paranoid ideation. 
These results were fed back to Tom during his last session. Tom linked these scores 
to his increased anxiety at this stage of treatment having only one session left.
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Critique
It would have been useful to colleet additional objective outcome measures sueh as 
the Fear of Negative Evaluation (FNE) (Watson & Friend, 1969). More outcome 
measures would have provided more eonfirmatory information, and if given at more 
frequent intervals would have given a more aecurate understanding of progress 
through therapy, and to not reflect transient mood states.
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Older Adults Case Report
Neuropsychological assessment of a 74-year old woman with memory problems
March 2004 
Year 3
Reason for referral
Mrs Brown was referred for cognitive assessment following some episodes of 
memory diffieulties. She was initially assessed by a consultant psychiatrist who 
referred her for psyehometrie testing to investigate possible dementia. Mrs Brown 
was widowed five years prior to the referral. She had close contact with her daughter, 
and looked after her grandchildren regularly. She had reeently found her childcare 
responsibilities too demanding and had made some minor errors such as placing a wet 
nappy on her grand daughter, and was unable to recognize this as inappropriate. She 
also felt unable to diseuss her diffieulties with her daughter.
Mrs Brown left sehool at the age of 14 with no qualifications. Her edueation was 
greatly disrupted by the start of the Second World War.
Assessment
Assessment was undertaken over five sessions. One initial interview, three testing 
sessions, and one feedback session.
The cognitive tests used were the Wechsler Test of Adult Reading (WTAR) to obtain 
an estimate of Mrs Brown’s current and pre-morbid levels of funetioning. The 
Weehsler Memory Seale, (WMS), and the Wechsler Adult Intelligenee Scale-Ill 
(WAIS-III) were ehosen to determine current funetioning.
The Beek depression Inventory-II (BDI-II) (Beek, Steer & Brown, 1996) was used to 
measure Ms Brown’s level of depression.
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A dementia-screening test was also used to identify areas of defieit in cognitive 
functioning. The Cambridge Cognitive Assessment (CAMCOG) was chosen.
Lastly, it was neeessary to assess frontal lobe functioning. The test chosen were the 
Controlled Oral Word Association Test (COWAT or FAS Test), and the Wisconsin 
Card Sorting Test.
Test Results
Mrs Brown premorbid intelligenee was predieted to be in the ‘average’ range. There 
was a discrepancy of 12 points between predicted and current Full Seale IQ, however 
the diserepancy on the verbal scale was most significant at 17 points. Therefore there 
has been a decline in her cognitive functioning the onset of which was described as 
sudden. There was found to be a significant deficit in abstract thinking, conceptual 
ability, and working memory. There were also problems in her immediate memory 
(both auditory and visual), and in her delayed auditory memory. It was also noted that 
Mrs Brown gave perseverative responses in some of her sub-tests. Most of these 
deficits appear to point to a decline in executive function. However, Mrs Brown’s 
verbal flueney was functioning well.
On the CAMCOG, Mrs Brown showed impairment in abstract reasoning. Overall she 
scored 88, which is above the cut-off value of 78-79 which differentiates normal 
subjects and those with dementia. Frontal lobe pathology was indieated by Mrs 
Brown’s CT sean and this was home out by her deterioration in a number of executive 
functions including her perseveration observed during the administration of tests, and 
supported by her poor score on the Wisconsin Card Sorting Test. The presence of a 
frontal lobe atrophy seemed to be consistent with Mrs Brown’s report of making ‘silly 
mistakes’, and with the deterioration in her short-term memory, and may represent the 
early stages of VaD.
Mrs Brown in her last testing session following a change in her ehild eare 
responsibilities stated that she no longer forgot what day it was when she woke up in 
the morning, though she did deseribe still making ‘silly mistakes’. For example, she
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still mislaid objeets. She also felt in general mueh more relaxed and experieneed less 
tension in her relationship with her daughter.
In summary, there had been a degree of decline in her executive funetions, working 
memory, and short-term and delayed auditory memory which may represent the early 
stages of a dementing process. The complieating factors include first Mrs Brown’ 
educational history which may explain, to some degree, her limited eonceptual ability, 
abstraet thinking and executive function. Secondly the stress eaused by the difficult 
family dynamics and expectations may have exacerbated the effeets of an age-related 
decline. It appears that the less vulnerable areas, such as her verbal fluency, which are 
more practised through her life had been less affeeted.
It was difficult to be certain about a definite diagnosis although the presence of some 
degree of impairment is demonstrated. The sudden onset appeared to suggest the 
presenee of a vascular causation.
The likelihood of vascular dementia developing in the future will be greatly inereased 
if Mrs Brown is also suffering from hypertension whieh needed to be monitored.
Outcome
Test results and implieations were fed back to Mrs Brown and her daughter, and 
written feed back was provided.
Critique
WAIS-III and the WMS were both administered in their full form. This may have 
been unnecessary as there is some overlap between sub-tests. However, Mrs Brown 
responded positively to the test situation and was able to maintain good rapport 
throughout. This also meant that prorating of scores was not necessary.
On the COWAT, norms for the eorreet age were unavailable, therefore the score had 
to be approximated.
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It was hypothesised that Mrs Brown’s affect was playing a role in her cognitive 
dysfunction, and in particular her executive function. However between the second 
and third test sessions, her domestie situation ehanged such that she no longer felt 
stressed and anxious. Her WAIS-III and WMS administered before this ehange may 
therefore have exaggerated her difficulties. However from the Wisconsin Card sorting 
test it remains clear that she does have problems with her executive fiinetion and that 
these difficulties may refleet frontal lobe damage.
The Wisconsin Card Sorting test could have been administered in its short and 
modified form in which subjects are informed that the rule is changing. This is 
thought to lessen the anxiety for subjects and to make the task clearer. Age-adjusted 
norms are available for this test. There was however no access to this test within the 
placement.
The assessment would have been enhanced with a measure of non-verbal memory 
such as the Doors and People Test (Baddeley, Bmslie, & Nimmo-Smith, 1994).
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Summary of the Research Dossier
This section includes the serviee related research project undertaken in year one, the 
major research project undertaken in year three, and a researeh log book which 
documents all research experience gained over the training eourse
SERVICE RELATED RESEARCH PROJECT - An exploratory study into the 
service use of elients with a diagnosis of a personality disorder eompared to those 
with a diagnosis of a psychotic illness across two Community Mental Health Teams.
MAJOR RESEARCH PROJECT -  An exploratory study into serviee users 
Pereeptions of depression and experience of their initial GP consultation and referral 
for counselling treatment.
RESEARCH LOG BOOK
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SERVICE RELATED RESEARCH PROJECT 
YEAR 1
An exploratory study into the service use of clients with a diagnosis of a personality 
disorder eompared to those with a diagnosis of a psyehotic illness aeross two 
Community Mental Health Teams.
126
Research Dossier
Acknowledgements
Thank you to Dr Vicky Vidalaki and Dr Mick Finlay for their advice and help with 
this project.
127
Research Dossier
Abstract
Aims
This study compared the ‘service use’ of two groups of clients namely those with a 
personality disorder and those with a psychotic illness^ across two Community Mental 
Health Teams. ‘Service Use’ in this study is defined as the number of contacts made 
between the serviee and the client, the number of “Did Not Attend” (DNA) contacts, 
the number of nights accessing in-patients resources and the number of contacts with 
Accident and Emergency (A&E). The risk factors of clients including drug and 
alcohol use, self-harm, suicide, violence, and vulnerability were also compared across 
the two groups.
Participants and Procedure
Individuals were identified by the primary diagnosis included in their Care 
Programme (CPA) details and participants selected randomly from this sample. 
Information was gathered fi*om client’s multidisciplinary case notes using a schedule 
of research questions.
Results
No significant differences were found in the amount of contacts (including outpatient 
contacts, inpatient stays and non-attendances) between elients with a primary 
diagnosis of a personality disorder and clients with a psychotic illness. Clients with a 
diagnosis of personality disorder did make a significantly greater number of visits to 
Accident and Emergency.
There were differences between the two groups on risk factors of drugs and alcohol 
use, self-harm, suicide, violence, and vulnerability. Clients with a primary diagnosis 
of personality disorder were found to be significantly more at risk in all of these 
categories except vulnerability where there was no significant difference.
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Conclusion
From the results it is clear that clients with personality disorders are not significantly 
heavier users of CMHT resources than clients with psychotic illness. The main 
differences in their serviee use is that clients with personality disorders are judged by 
their care teams to present greater risks, and they also have a significantly greater 
number of A&E visits. These factors may be significant in that they are a ‘worry’ to 
care staff and so appear to take more time, or alternatively take more staff time in 
ways that are not recorded in notes.
* In the literature the term ‘psychotic illness’ is used commonly to refer to schizophrenia in the absence 
o f any other clarification such as bipolar affective disorder. Therefore for the purposes of this study, the 
terms psychotic illness and schizophrenia are used interchangeably.
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Introduction
The World Health Organisation has defined personality disorders as “deeply ingrained 
and enduring behaviour patterns, manifesting themselves as inflexible responses to a 
broad range of personal and social situations” (WHO, 1992)
The prevalence of personality disorder in Britain ranges from 2% - 13% in the general 
population, though the prevalence is higher in institutional settings. There has also 
been found to be an association between personality disorders and drug and alcohol 
use (Marlowe & Sugerman, 1997).
Schizophrenia is defined by the World Health Organisation as a severe disorder 
characterised by fundamental distortions in thinking and perception, and by 
inappropriate emotions (WHO, 1992). Schizophrenia is difficult to define as it is 
often oversimplified and suggests different concepts to different countries and cultures 
(Oxford Textbook of Psychiatry, 1990). However, it is commonly thought to consist 
of two categories of symptoms. The acute and positive symptoms are ‘delusions, 
hallucinations, and thought interference’, and the chronic and negative symptoms are 
‘apathy, drive, and social withdrawl’ (Oxford Textbook of Psychiatry, 1990). The 
prevalence of schizophrenia is 1% of the general population (WHO, 1992)
Both the client groups have commonly been identified as ‘heavy’ serviee users. In a 
literature review, Kent, Fogarty, and Yellowless (1995) discovered that between 10% 
and 30% of clients were identified as ‘heavy’ service users, and use between 50% and 
80% of service resources. They found that this group of patients consisted of those 
suffering from psychotic illness, personality disorders, and high levels of drug and 
alcohol abuse. (Serviee use was defined using different criteria by the different 
studies used in this review.)
Therefore, clients with a personality disorder and elients with a psychotic illness have 
both been identified as heavy service users. However, there seems to be a difference 
in the attitudes to and pereeptions of these two groups by care staff, with clients with 
personality disorders being seen as the more time consuming and difficult. The
130
Research Dossier
attitude of care staff has been described as ‘hopeless’ because of the ‘revolving door’ 
nature of this illness (Mason, Louks, & Backus, 1985)
People with personality disorders have been considered ‘difficult to treat’, by nurses, 
as they find it difficult to form relationships with them, and by physicians, as they 
don’t respond to medication. (Gallop, Laneee & Garfinkle, 1989). Ryle (1997) 
comments that people with personality disorders are difficult to manage because of 
their “extreme moods and behaviours”.
The difference then between personality disordered elients, and those with psychotic 
illness in their presentation to services could be as Holmes (1999) identified, that the 
impact of personality disorders on services is ‘interpersonal’ which he states leads to 
‘friction, stereotyping, manic enthusiasm and despair'. Though interpersonal 
difficulties also occur with clients with psychotic illnesses, these are conceptualised as 
secondary to some psychopathologieal process within the individual which Holmes 
(1999) considers easier for clinical staff to empathise with. Another, related 
difference between these two client groups is the reason for presentation to services. 
Personality disordered patients rarely present to services with complaints about 
themselves or their feelings, but rather it is their disturbed behaviour, or interpersonal 
conflict that brings them for help. This is commonly in the form of substance abuse, 
self- injury, or suicide attempts (Holmes, 1999).
There has been some evidence to show that psychotherapy can be effective for 
personality disorders (Perry, Banon & lanni, 1999). One of these psychotherapies is 
Dialectical Behaviour Therapy (DBT), (Linehan, 1993). DBT involves fi'cquent 
contact with services, boundary setting, and risk management. Indeed it focuses on 
the very factors identified above which cause personality disordered clients to be 
considered ‘difficult to treat’.
The literature suggests that there is a difference in the perceptions held of clinical staff 
between elients with a diagnosis of personality disorder, and those with psychotic 
illness in their service use (Gallop, Laneee & Garfinkle, 1989). This study aims to
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detect differences in actual service use by elients of two Community Mental Health 
Teams (CMHT’s).
It is predicted from the literature (Holmes, 1999) that the most likely differences will 
be in the reason for presentation of clients. Personality disordered clients are more 
likely to present to services with behavioural difficulties such as self harm and drug 
and alcohol use which are more likely to involve A & E  input. It is also predicted that 
this will be detectable in the risk factors between the two groups.
Of particular interest is that one of the CMHT’s runs a DBT group for clients with 
borderline personality disorder. DBT focuses on boundary setting and risk 
management. The study aims to establish whether this impacts on the overall service 
use by comparing the service use of clients with personality disorders across the 
teams.
Aims of this project
This study aimed to compare the serviee use of personality disordered clients with 
those clients diagnosed with a psychotic illness. This comparison will be made 
according to a number of measures.
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Method
Setting
The study was earned out across two CMHT’s in adjacent outer London, urban areas. 
The catchment populations of the areas were roughly 350 and 400 respectively. The 
CMHT’s consisted of the following clinical staff;
Team 1 Team 2
Consultant Psychiatrist Consultant Psychiatrist
Associate Specialist Senior House Officer
Senior House Officer 2 Psychologists
2 Psychologists 3 Community Psychiatric Nurses
Community Psychiatric Nurses Occupational Therapist
Occupational Therapist 4 Social Workers
4 Social Workers
Ethical approval was not required for this study, as it constituted an audit (see 
appendix 1).
Arrangements will be made to feed the results back to the team.
Identification of cases
All elients with a primary diagnosis of either a psychotic illness or a personality 
disorder were identified by their key worker through case lists and were then selected 
randomly for the study. However, the patients included in the study were limited to 
those clients with a primary diagnosis of either personality disorder or psychotic 
illness on their current Care Programme (CPA) forms. All cases in the study were 
selected in this way. The CPA forms also provided details of the clients risk status.
An equal number of cases were selected from each team, and from eaeh diagnostic 
group.
Each case was coded to preserve confidentiality, whilst allowing cases to be 
identified.
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Procedure
Information was gathered from case files at each team base. The information was 
recorded on a structured protocol of research questions (See appendix 2).
Information on the amount of service use was recorded as: number of contacts (this 
included home visits, outpatient appointments, and telephone contacts), number of 
appointments not attended (DNA’s), and number of nights spent on in-patient ward. 
If two professionals saw a client, then this was counted as two contacts. Information 
was collected on the last two years contact with the serviee.
Risk information was recorded from CPA forms from the following categories; drugs 
and alcohol use, suicide, self-harm violence and vulnerability.
As previously stated some clients with a diagnosis of personality disorder attended a 
group at one of the teams. These contacts were added to the outpatient contact count.
Participants Information
A total of 40 clients were identified for the study. The number of eases was limited, 
as there were only 10 cases with a primary diagnosis of a personality disorder in one 
of the teams. There was an equal split of diagnosis (personality disorder and 
psychotic illness) and an equal split between the two teams.
One case was omitted from the study, as it was a clear outlier on the in-patient 
measure.
Table 1 below shows demographic information of clients split by diagnosis
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Personality
Disorder
Psychotie Illness Total
Age Mean=38 yrs lOmth 
Sd=12yrs 4mth 
Range=22yrs -  67yrs
Mean=48yrs 1 Imth 
Sd=14yrs 5mth 
Range=27yrs -  78yrs
Mean=48yrs 
Sd=14yrs Smth 
Range=22yrs -  78yrs
No. of Males 6 (15%) 9 (23%) 15 (38.5%)
No. of Females 13 (33%) 11 (28%) 24 (61.5%)
Table 1 Demographic information on clients with primary diagnosis of personality 
disorder and psychotic illness.
Pie charts 1 and 2 below show the specific diagnoses of the clients in each of the two 
groups personality disorder, and psychotic illness.
Breakdown of diagnoses for personality
disordered clients
6 □  Borderline
□  Unspecified
□  D ependent
Pie chart 1
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Pie chart 2
Results
breakdown of Diagnoses for clients with
Psychostic Illness
□  Schizophrenia
GO Paranoid
1 ■ — Schizophrenia
Service Use
Descriptive information of service use is presented in table 2
Personality Disorder Psychotic Illness
Inpatient 
(No of days)
Mean=22.89 
Sd=40.45 
Range=0 - 158
Mean= 18.25 
Sd=49.17 
Range=0 -  206
Total Outpatient 
contacts
Mean=46.32 
Sd=27.99 
Range=10 -106
Mean=46.35 
Sd=24.08 
Range=7 -112
Non-attendance Mean=2.84 
Sd=3.94 
Range=0 -1 2
Mean=2.40 
Sd=4.73 
Range=0 -1 4
A & E  Visits Mean=0.68 
Sd=0.95 
Range=0- 3
Mean=0.10 
Sd=0.31 
Range=0 -1
Table 2. Descriptive information of contacts with the CMHT’s
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Mann-Whitney U tests were conducted to evaluate the serviee use of clients with 
personality disorders compared to clients with a psychotie illness. Non-parametric 
tests were used as the variables tested below did not follow a normal distribution. 
Tests were carried out for total outpatient contacts (Home visits, outpatient 
appointments and telephone ealls). Total non-attendance (Outpatient appointments 
and home visits). Inpatient time (measured as number of nights spent in psychiatric 
hospital), and visits to Accident and Emergency (A&E). The results are presented in 
table 3.
z P
Average rank
Personality
disorder
Average rank 
Psychosis
Outpatients -0.225 0.822 19.58 20.40
Total DNA -1.304 0.192 22.21 17.90
In patient -1.412 0.158 22.32 17.80
A & E -2.388 0.017 23.42 16.75
Table 3. Results of service use
The only significant difference between the groups was for visits to A & E (see table 3 
above). Clients with a personality disorder made significantly more visits to A & E 
than clients with a psychotic illness.
Mann-Whitney U tests were carried out to compare elients with personality disorders 
from the two teams on the measures of total outpatient contacts, inpatient contacts, 
non attendances, and visits to A &E in order to assess the impact of the DBT group.
There were insufficient cases to conduct statistical tests for outpatient and inpatient 
contacts on this sample. This was because there were an unequal number of eases due 
to the omission of the outlier.
For visits to A & E, the difference between teams was not significant, z = -0.408, p = 
0.683. Clients from the team with the DBT group had an average rank of 3.67, while 
clients from the other team had an average rank of 4.25.
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For non-attendances, the difference between the two teams was not significant, z = - 
1.732, 2 = 0.500. Clients from the DBT group had an average rank of 1.00, while 
clients from the other team had an average rank of 3.00.
Risk Factors
Chi-Square tests were carried out to investigate whether there were significant 
differences between clients with personality disorders, and clients with psyehotic 
illness on risk factors (drugs and alcohol, suicide, self-harm, violence and 
vulnerability). Non- parametric tests were used as the data did not represent a normal 
distribution. The results are shown in table 4 below:
X" P Frequency
Personality
disorder
Frequency
Psychosis
Drugs and___alcohol 
use
X"(1,N=39)=4.692 p=0.030 4 0
Suicide attempts X"(1,N=39)=7.557 p=0.006 8 1
Self harm XX1,N=39)=10.058 p=0.002 11 2
Violence X^(1,N=39)=3.421 p=0.064 3 0
Vulnerability X^(1,N=39)=1.004 p=0.316 1 3
Table 4. Results of risk comparison.
Clients with personality disorders were significantly more at risk as documented in 
their notes on all the above factors except vulnerability, as compared to clients with 
psychotic illness (see table 4 above).
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Discussion
No significant differences were found in the serviee use of clients with a personality 
disorder compared to clients with a psychotic illness apart from the number of visits to 
A&E.
Though clients with personality disorders are considered to be ‘difficult to treat’, is 
has been found that primary diagnosis is not a good predictor of in-patient stay (Caton 
and Gralnick, 1987). Focussing on personality disorders, Montgomery, Lloyd, and 
Holmes (2000) stated that it was not even the severity of the personality disorder that 
affected service use, but the accompanying affective disturbance that determines the 
‘burden’ patients place on services. Such measures were not incorporated into this 
study.
No significant differences were found between the service use of personality 
disordered clients between the two teams. This may have been due to the small 
sample size or there may not have been a difference. It is therefore not possible to 
comment on the impact of the DBT group on service use. However, the group has 
only run for the past year and so it is a possibility that it was too soon to detect its 
impact on service use. In their evaluation of psychotherapy for personality disorders. 
Perry, Banon, and lanni (1999) reported a mean of 1.3 years in treatment for 
significant improvements to be detected.
The significant difference between the two diagnostic groups in their use of A&E is in 
accordance with the literature that personality disordered clients present to services in 
connection with associated conditions such as self-harm, suicide and drug and alcohol 
use. These complaints are those far more likely to involve A&E input. This is also 
corroborated by the significant difference in the risk factors, with personality 
disordered clients being at significantly more risk in all areas other than vulnerability 
than clients with psychotic illness. However, this difference in serviee use does not 
seem to have impacted on the service use of the CMHT. One possible conclusion is 
that the difference in serviee use of these elients is one of pereeptions made by clinical 
staff for the reasons outlined in the introduction. Another explanation is that the 
actual use of services is not accurately represented by what is recorded in clinical
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notes. This may be in the form of clinieal contacts made, or perhaps the clinical time 
spent indirectly dealing with clients such as clinical supervision or meetings which 
was not formally recorded in client notes.
Limitations
When investigating the DBT group, this study was unable to differentiate ‘no effect’ 
because there really was no effect, or because the sample size was so small. 
Furthermore, this study did not have any means of inter-rater reliability when 
gathering information from case notes. A further researcher would have been required 
for this.
A further area of researeh could be the examination of staff attitudes towards clients 
with personality disorders compared to those with psychotic illness, and in particular 
any differences between the two CMHT’s. This study maybe able to provide useful 
baseline data for this.
Conclusion
The service use of a CMHT by clients with personality disorder was not significantly 
different in amount or type compared to clients with a psyehotic illness. However the 
use of A&E was significantly higher with clients with personality disorders which 
matches the significantly higher risk status of these clients as measured in risk factors 
identified from care programme information from clinical notes. Clients with 
personality disorders did not present as ‘heavier’ service users, but seemed to present 
differently as a function of their risk status. The perceptions of the clinical teams with 
respect to these two groups of clients involved in this study would be an interesting 
area for future research. Furthermore it would be interesting to evaluate the impact of 
the DBT group on serviee use of personality disordered clients in the future.
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APPENDICIES
APPENDIX 1 -  ETHICAL SCRUTINY FORM
University of Surrey
Ps v c h D C l in ic a l  P s y c h o l o g y
Service Related Research Project 
Ethical Scrutiny Form
The nature o f  the proposed project is such that I am satisfied that it will, not require scrutiny 
by the trust’s ethical committee.
Name of Supervisor:..........   .v.................
Signature of Supervisor:.... ■ ............ ...................................
Name o f Trainee:.... ....................................
Title o f SRRP: ....
 .....
Date:......................................................................
CF C \ch^‘ ... •;.,iicj'«thîcsoîcform.doc
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APPENDIX 2 -  DATA COLLECTION FORM
Research No. Age K eyworker Staff Involved
Dr/Psychologist/
CPN/SW/Other
Date 1®* contact w ith CMHT Current MHA sta tu s
Current diagnosis
Personality Disorder/Psychotic illness
Details
CPA
Simple/Enhanced
Types of contact Length of con tac t Staff involved
Outpatient
inpatient
Home visit
Telephone
A & E
Meetings
Use of specialist 
serv ices
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APPENDIX 3 -  LETTER ARRANGING FEED-BACK OF RESEARCH 
FINDINGS TO CMHT
WIMBLEDON COMMUNITY MENTAL HEALTH TEAM
Nelson Hospital 
Kingston Road 
Merton 
London SW208DB
Tel: 020 8 544 9799 
Fax: 020 8 544 9033
Dear
Project.
Yours sincerely,
Team Secretary.
145
Research Dossier
MAJOR RESEARCH PROJECT
AN EXPLORATORY STUDY INTO SERVICE USERS 
PERCEPTIONS OF DEPRESSION AND EXPERIENCE OF THEIR 
INITIAL GP CONSULTATION AND REFERRAL FOR 
COUNSELLING TREATMENT
JUNE 2004
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ABSTRACT
Objective -  i o explore the perceptions of adults who had visited their GP with 
emotional distress and vriio were subsequently placed on a waiting list for counselling 
treatment for depression.
Methods - i en adults (3 males and 7 females, 26 to 69 years) who were on a waiting 
list for counselling treatment for depression were interviewed about their experiences 
before, during and after their GP consultation. Interpretive phenomenological analysis 
(IPA) was used to analyse the interview transcripts.
Results - overriding themes from the from the data concerned confusion over the 
identity of distress, causes and consequences of help seeking, and the changing 
context of problems through the referral process.
Conclusions - This qualitative study has provided the service users’ perspective of the 
process of help seeking within piimaiy care. Factors that facilitate progress to ftie 
access of treatment for depression and those Wiich act as barriers to care have been 
identified The influence of GP consultations on the shaping of illness related beliefs 
has been explored. The findings have been considered within the transtheoretical 
model of change (Prochaska & DiClemente, 1984). Clinical implications of these 
findings have been discussed in relation to models of primary health care and 
interviewing techniques. Future research directions are also discussed
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INTRODUCTION
Depression is a major concern in primary care; it accounts for 9% of all General 
Practitioner (GP) consultations and is the third most common reason for consulting a 
GP (Hemmings, 2000). In this project ‘counselling’ treatment refers to talking 
therapies delivered by trained health care professionals. Clinical and counselling 
psychologists deliver these therapies in NHS primary care. Counselling for mild to 
moderate depression has become increasingly popular. It has been shown to be 
effective (Rowland, Godfrey, Bower, Mellor-Clark, Heywood, & Hardy, 2000), 
popular with service users and GPs (Mellor-Clark, Connel, Barkham, & Cummings,
2001), and can be more cost effective than the usual GP treatment (Hemmings, 2000). 
It is hoped that services can further improve their efficacy, cost effectiveness and 
popularity by exploring service users’ perceptions of their symptoms and expectations 
of treatment.
Listening to service users’ views is now a major priority in the NHS framework and is 
seen as crucial in improving access to and delivery of services (Faulkner & Thomas,
2002). To understand treatment-seeking behaviour and depression detection, there is 
new emphasis on exploring depressed individuals’ attitudes to their symptoms, their 
views about services and choices regarding treatment (Ford & Powe, 2000). This is 
particularly relevant for those service users underrepresented in counselling services. 
Typically, counselling service users are women, predominantly white (Mellor-Clark, 
Connel, Barkham, & Cummings, 2001), have higher levels of income and education 
(Howard, Comille, Lyons, Vessey, Leuger, & Saunders, 1996) and are more socially 
stable (O’Neill-Byme & Browning, 1996). There has been little study of health- 
related perceptions, beliefs and help seeking behaviour within primary care. Most 
published work has focused on attempting to understand reasons for not consulting 
GPs rather than describing patients’ beliefs about their illness and symptoms, and 
about how these change because of the GP consultation and referral for treatment.
There has been some research into the role of depressed peoples’ cognitions about 
their disorder and how these relate to coping strategies and treatment related 
behaviour such as adherence to medication and self-management strategies (Brown,
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Dunbar-Jacob, Palenchar, Kelleher, Bruelman, Sereika & Thase, 2001). The self- 
regulatory model of illness cognition (Leventhal, Diefenbach & Leventhal, 1992) has 
been employed successfully to understand patient behaviour in chronic medical 
disorders and has been shown to be relevant to people with depression (Brown, 
Dunbar-Jacob, Palenchar, Kelleher, Bruelman, Sereika & Thase, 2001). The 
components of this model are identity, cause, timeline, consequences and perceived 
controllability. These areas may be discussed within the initial GP consultation and 
therefore may be influenced by it. Patients’ experience of their initial GP consultation 
and referral for treatment may therefore affect cognitions about their disorder and 
treatment related behaviour. In short, it is not known how or if the initial GP 
consultation will influence patients’ illness cognitions and treatment related beliefs 
and behaviour.
This study aims to examine people’s illness cognitions as they move through the 
processes of their initial GP consultation and are then put on a waiting list for 
counselling for depression. This investigation will contribute to our understanding of 
personal illness models as related specifically to depression and of the mediating 
influence of the initial GP consultation on illness cognitions. This study will be part 
of a broader project ‘Listening to service user’s views of counselling for depression’ 
conducted by the Battersea Research Group. This study incorporates aspects of 
service user’s care-seeking behaviour and pathways to care and is conducted in both 
primary care and voluntary counselling services.
The following review will provide context to the study. Depression and its prevalence 
are defined. The context of primary care is discussed with reference to the specific 
problems which depression presents and the limitations of research in this setting. 
The notion of personal illness models is explained. The rationale for the study is 
outlined and the interpretive phenomenological approach discussed.
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1. DEPRESSION AND PRIMARY CARE
1.1 DSM-IV defines sub-categories of depression
Major Depressive Disorder (MDD) is the occurrence of one or more major depressive 
episodes and the absence of manic episodes. A depressive episode consists of 
depressive mood or loss of interest in all usual activities accompanied by other 
depressive symptoms such as disturbances in sleep, appetite and lowered energy 
levels. Difficulties in concentration can also occur as can suicidal thinking and 
attempts.
Dysthymic Disorder differs fi*om MDD only by severity and duration and is used to 
categorise patients whose symptoms do not meet the criteria for MDD. It has been 
suggested that minor depression also presents a risk for serious impairment and for 
major depression.
1.2 Prevalence and Diagnosis of Depression in Primary Care
‘Primary care’ has been defined as the ‘care provided in the family physician’s office 
or the general practitioner’s surgery’ (Rowland, Godfrey, Bower, Mellor-Clark, 
Heywood, & Hardy, 2000). Prevalence rates for MDD in primary care range from 
4.8% to 13% (Fechner-Bates, Coyne & Schwenk, 1994). Even the lower of these 
estimates suggests that major depression is the most common condition seen in 
primary care (Katon & Schulberg, 1992). Studies have used semi-structured 
interviews as the criterion for formal diagnosis and found that 50% to 80% of patients 
with a current major depression have been missed (Coyne, Schwenk, & Fechner- 
Bates, 1995).
The prevalence of minor depression ranges from 2% to 9% of primary care patients 
(Ormel, Van Den Brink, Koeter, & Giel, 1990).
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1.3 The Problem of Recognition of Depression in Primary Care
1.31 Formal Diagnosis
The notion of formal diagnosis using traditional diagnostic criteria in primary care 
settings has been criticised. Patients with depression presenting within primary care 
settings are not a homogenous group and often present with multiple psychological 
and social problems. These are unlikely to fit into the rigid diagnostic systems that 
have been developed in specialist settings. Also formal diagnosis is only one step in 
reaching an appropriate clinical decision within the primary care setting. GPs must 
assess and interpret the severity of symptoms, as well as negotiating and 
implementing an appropriate treatment plan to define which patients will accept and 
respond to treatment and at the same time minimize any unnecessary treatment. 
Patients in primary care may not be as amenable to accepting treatment plans for 
emotional problems as patients in specialised mental health settings (Rost, Nutting, 
Smith, Coyne, Cooper-Patrick, & Rubenstein, 2000). GPs have complex decisions to 
make regarding treatment and have often been criticized as depression is often not 
recognised or treated appropriately (Kessler, Lloyd, Lewis, Gray & Heath, 1999). 
However, it may be that these criticisms are invalid in light of the competing and 
complex demands made of them.
1.32 GP Skills and Attitudes
It has been argued that doctors’ skills and attitudes are an important variable in the 
recognition of depression in primary care. For example, different components of GP 
attitudes, which were thought to have consequences for the treatment given have been 
identified (Botega, Mann, Blizard & Wilkinson, 1992). Firstly, sympathetic and 
supportive approaches by the GP led to a decrease in the likelihood of antidepressants 
being prescribed and an increase in referral for supportive psychotherapy. GPs who 
believed that depression is an illness were more likely to prescribe antidepressants and 
others found professional unease with dealing with depressed patients and were more 
likely to refer on to a specialist service. The attitudes described here are of course not 
exhaustive but do give an indication of the variability of practice and also carry 
implications for training initiatives.
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1.33 Attributional Style of Patients
Patients’ beliefs about their symptoms affect their decision to approach the GP and 
also how they present their symptoms. The three common forms of attributional style 
are somatising, psychologising, and normalising (Kessler, Lloyd, Lewis, Gray, & 
Heath, 1999). Somatising and psychologising are said to be illness related beliefs 
whereas normalising is non-pathological and most prominent in primary care patients 
as well as the general population. Somatising is a very common presentation within 
primary care settings and create difficulty when detecting depression. Somatic 
complaints are also factors of psychiatric conditions such as depression and anxiety. 
They have been found to lower the rates of detection of depression (Bridges, 
Goldberg, & Evans, 1991). In comparing these different attributional styles, a 
relationship was found between presentation of symptoms and rates of detection of 
depression (Kessler, Lloyd, Lewis, Gray, & Heath, 1999). In particular, 
psychologising attributions were more likely to receive a psychological diagnosis and 
normalising styles the least likely. No strong conclusions were drawn about 
somatising styles due to a lack of statistical power. They found a normalising style to 
be the most common among patients. They illustrated a strong association between 
low rates of detection of depression and a normalising style that was suggestive of a 
causal relationship. For example, patients playing down their symptoms and visiting 
their GP seeking reassurance rather than active treatment were likely to elicit 
agreement from the GP. Such collaboration may result in a tendency for normalisers 
to remain undetected.
1.4 Personal Illness Models
Patients’ attributional style will largely depend on a personal understanding of their 
depression. Particular illness related cognitions have been shown to have an 
important impact on their coping behaviours, such as medication and referral 
adherence (Brown, Dunbar-Jacob, Palenchar, Kelleher, Bruehlman, Sereika & Thase,
2001). Leventhal’s self regulatory model (Leventhal , Diefenbach , & Leventhal, 
1992) has been shown to usefully represent patient behaviour in relation to chronic 
medical disorders. This model is based on the assumption that people are active 
problem solvers and their health-related behaviours are attempts to close the gap
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between their current health state and their future goals. The outcomes of health 
related behaviours are then integrated back into their model of illness to influence 
future health related behaviours. This model describes patients’ illness cognitions that 
have five distinct components.
Identity -labels given to the illness and symptoms of their disorder;
Cause -perceptions about the cause of the disorder;
Timeline -beliefs about the time scale of the disorder;
Consequences -expected effects and outcomes of the disorder;
Perceived Controllability -  beliefs about the responsiveness of the illness to their 
own or professional intervention.
A pilot study was conducted to investigate patients’ understanding of their depression 
and their illness related behaviour within the context of the above model (Brown, 
Dunbar-Jacob, Palenchar, Kelleher, Bruehlman, Sereika & Thase, 2001). This model 
has been successfully applied to a range of physical disorders such as diabetes 
(Hampson, Glasgow, & Foster, 1995), and heart disease (Petrie, Weinman, Sharpe, & 
Buckley, 1996). Applying the model to depression offered a specific challenge 
because depression is characterized by cognitive, affective and somatic changes. In 
particular, cognitive distortions may influence how patients both conceptualize and 
manage their symptoms of depression. It was found that illness cognitions were 
associated with current and past treatment seeking behaviour, medication adherence 
and coping strategies. Illness cognitions were significantly correlated with skills such 
as planning and active coping. They were also related to perceptions of controllability, 
chronicity and the negative consequences of symptoms. In particular, perceptions of 
the cause of depression most commonly linked to stress, heredity and relationship 
difficulties were associated with poor medication adherence. Patients’ understanding 
of the cause of their illness was described as ‘complex and long lasting’ (Hunt, Jordan, 
& Irwin, 1989). They found that patients’ perceptions were commonly modified 
following their initial GP consultation and were likely to revert to their original beliefs 
over a four month period following consultation. The conclusion they drew from this 
was that patients make efforts to link illness and treatment in a meaningful way within 
the context of their experiences.
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Therefore, it seems that patients’ personal illness cognitions are predictive of 
treatment outcome both in terms of self and professional intervention and can be 
influenced by their initial GP consultation. Knowledge of patients’ personal illness 
cognitions can also be useful for the GP to direct treatment, to clarify misconceptions 
about the nature of depression and to identify barriers to treatment. Focus on 
patients’ needs, values and preferences are central to patient-centered care.
This study investigates qualitatively patients’ views of their depression in the context 
of Leventhal’s personal illness model and how this is influenced by the initial GP 
consultation and being placed on a waiting list for counselling treatment.
1.5 Therapeutic Alliance
The therapeutic alliance refers to the ‘collaborative bond between patient and 
therapist’ and has been shown to be an effective element of the outcome of 
pharmacological as well as psychological interventions (Krupnick, Sotsky, Simmens, 
Moyer, Elkin, Watkins, & Pilkonis, 1996). Hence it is an important factor in GP 
consultations with depressed patients and will depend on a shared understanding of 
the patient’s experience of symptoms.
Therefore within the GP consultation a complex interplay exists between the GPs 
skills and attitudes and the patients’ illness related cognitions, attributional style and 
the therapeutic alliance between them. This study hopes to provide insight into this 
interaction from the patient’s perspective.
1.6 Treatment for Depression in Primary Care
The majority of medical care is provided by general practitioners (Paykel & Priest, 
1992). It is estimated that 90% of people who see their GP with psychological 
symptoms will remain under their care, whilst the remaining 10% will be referred to 
specialist services (Goldberg & Huxley, 1992). Increasingly patients with mild and 
moderate problems are treated in primary care. Traditionally depression has been
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treated with antidepressants (Hemmings, 2000). However, medication can have 
unpleasant side effects or discontinuation effects and monitoring of repeat 
prescriptions can be poor. Patients may show resistance to taking medication for 
disorders which are seen to have a psychosocial origin (Pill, Prior, & Wood, 2001). 
Counselling services in primary care have increased considerably in recent years and 
are now a common referral option for patients suffering mild to moderate depression. 
Counselling options overcome the problem of resistance to medication and GPs’ 
limited time. Counselling is seen as a popular treatment option with patients and GPs 
(Mellor-Clark, Connell, Barkham, & Cummins, 2001) It has also been shown to be 
cost- effective (Hemmings, 2000). The most typical form of counselling treatment for 
depression is cognitive behavioural therapy, which helps patients to identify and 
challenge dysfunctional patterns of thinking and behaviour. Other forms include 
interpersonal therapy that focuses on relationship difficulties, supportive counselling, 
and psychodynamic approaches.
1.7 Research into Counselling in Primary Care
Research has shown the efficacy of different forms of treatments for depression in 
primary care, though conclusions are limited. The availability of counselling in 
primary care settings has increased greatly in recent years (Mellor-Clark, Connell, 
Barkham, & Cummins, 2001) A range of different treatments are now available 
although limitations are set on the duration and type of treatment offered.
There are many reasons why research of the effectiveness of counselling within 
primary care has been problematic;
1) It is argued that depressed patients in Primary Care settings differ in significant 
ways from depressed patients in speciality services and especially from the even more 
select group selected targeted for clinical trials (Schwenk, Coyne, & Fechner-Bates, 
1996). For example, patients in primary care submit to different processes in their 
help seeking behaviour and preferences for different treatment types. Furthermore, 
patients who receive primary care treatment for psychiatric problems often do not fit
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neatly into specific diagnostic categories and often present with co-morbid disorders. 
This is unlike those homogeneous disorders studied in random controlled trails.
2) Psychotherapeutic interventions may be provided by a range of occupational groups 
with different and variable skills (Mynors-Wallis, 1996). Defining and differentiating 
psychological therapies is more difficult in primary care. It is therefore difficult to 
generalise from research evidence gained in highly specialised settings delivering 
specialised and specific interventions by highly trained professionals to selected 
patients (Coyne,Thompson, Klinkman, Nease & Donald, 2002).
3) There are problems with standards of audit and evaluation within primary care 
settings. Few use standardised measures and many use only small sample sizes. Also 
studies commonly use measures of patient satisfaction, rather than the more potent 
statistical or clinical change (Mellor-Clark, Barkham, Connell, & Evans, 1999).
4) Patient preference and ethical governance is a significant issue within primary care 
as patients are increasingly aware of different types of treatments on offer and 
therefore cannot easily be allocated or denied specific forms of treatment. This also 
applies to random controlled trial frameworks, where complex procedures have to be 
put in place to ensure equitable chance of treatment.
Nevertheless, recent studies which have overcome the problems above by defining 
accurately the meanings of ‘counselling’, ‘primary care’ and ‘research’ have found 
that counselled patients are satisfied with their treatment and show some albeit modest 
clinical improvement compared to patients receiving only routine GP care. Three out 
of every four patients reported ‘reliable’ improvement. Of these, three out of every 
five made clinically ‘meaningful’ improvements (Mellor- Clark, Connell, Barkham, & 
Cummins, 2001). They have also illustrated that counselling does have the potential 
to alleviate a broad range of psychological problems including depression and also 
that it is possible to implement standardised procedures to define and evaluate 
counselling across primary care settings. This has meant that the evidence base for 
service developments within primary care can be expanded. Furthermore, counselling 
practice within primary care is closer to meeting the standards set out through NHS
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clinical governance requiring that services be responsible and accountable for the 
services they provide (DoH, 1999).
However, most studies within primary health care have been quantitative and 
therefore not provided information about the experiences of patients within the 
system. In particular information has not been gained of how patient experiences of 
consultation and referral impacts on their own illness related cognitions. Such 
qualitative information is required to amplify the quantitative findings.
1.8 Listening to Service Users’ Views
Evidence based medicine is increasingly insisted upon as a requirement within the 
NHS and encompasses a wider range of empirical approaches than the random 
controlled trial (RCT). Evidence based medicine has been defined as “the 
conscientious, explicit and judicious use of current best evidence in making decisions 
about the care of individual patients” (Sackett, Rosenberg, Gray, Haynes & 
Richardson, 1996). It is not restricted to the methodological constraints of RCT’s as 
discussed above. It also values the role of doctor as therapist (Williams & Gamer,
2002). Culture change within the NHS has meant that service user choices and wishes 
for treatments are taken into account. Therefore the more evidence-based practice is 
accepted by the NHS, the more service users themselves will be illuminating new 
therapies.
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2. RATIONALE FOR TICS STUDY AND METGODOLOGY
From the above review, this study is necessary to:
1) capture the complexity of the service user’s experience of their initial GP 
consultation when they present with depressive symptoms
2) provide insight into how the GP consultation and referral for counselling treatment 
atïects peoples illness related cognitions
3) add to the evidence base of qualitative research within primary care.
2.1 R^earcu aims
1) ib  gain an insider perspective on service user views of symptoms of depression 
and experience of their initial GP consultation,
2) To investigate patient perceptions of changes in their illness related cognitions and 
behaviours as a result of their GP consultation while they are on a waiting list for 
psychological treatment for depression.
3) To add to the theoretical understanding of models of depression.
it is hoped that useful clinical infonnation will be gained to maximise the clinical 
effectiveness o f GP consultations with patients who arc d^iessed and require 
psychological intervention.
2.3 Research Ouations
1) How do patients experience their symptoms of depression?
2) How do peoples’ perceptions of their symptoms of depression develop after a GP 
consultation and being placed on a waiting list for psychological treatment?
2.4 Rt^^rch JVIetliOuology
A qualitative metliod has been chosen for this study. Qualitative research metliods are 
concerned with how people make sense of their wx>rld and how they experience events 
(Willig, 2001). These methods also incorporate the researcher’s interpretations and 
meanings. More traditional quantitative methods, which are h> )^othesis driven and
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therefore reductionist, inevitably lose the complexity of the settings in which patients 
operate (Williams & Gamer, 2002). Therefore this seems an appropriate means to 
investigate a complex clinical interaction, which incorporates psychological and social 
factors regarding illness, symptoms and treatment.
2.5 Interpretive Phenomenological Analysis
Interpretive Phenomenological Analysis (IPA) is an approach which rejects the 
possibility of gaining direct access to people’s inner world (Willig, 2001) and is 
critical of other qualitative research methods such as grounded theory. IP A recognises 
that the explanations and meanings elicited from participants will necessarily be 
filtered through the researcher’s own view of the world as well as the interaction 
between participant and researcher. The researcher’s influences on the data collected 
are not seen as negative biases that need to be removed but as “necessary 
preconditions for making sense of another person’s experience” (Willig, 2001:66). 
The main limitation of qualitative research is that it is not easily generalised to other 
client groups.
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METHODOLOGY 
3.1 Participants
For inclusion in this study, participants were required to:
1. Be over the age of 18
2. Have visited their GP in Wandsworth and been referred for counselling for 
depression
3. Have provided written consent to participate in the study.
There was no requirement of social class, ethnicity, psychiatric history or prior 
treatment of depression.
3.2 Sampling Rationale
Theoretical sampling was the procedure proposed for this study. This involves 
selecting participants who provide data which ‘challenge or elaborate developing 
claims’ (Willig, 2001). Theoretical sampling therefore aims to ensure diversity of 
participants including age, gender, ethnicity and different experiences of symptoms of 
depression and GP consultations.
3.3 Recruitment Procedure
Primary Care counsellors / psychologists working for GP practices in the borough of 
Wandsworth were informed about the study through their weekly supervision 
arrangements at Springfield Hospital and gave their cooperation to recruit participants. 
Patients were informed of the study in their first assessment session. If patients 
wanted to participate they completed a consent form (Appendix 2) and obtained an 
information sheet (Appendix 1). The information sheet provided details of the 
research project, confirmation that participation would not affect any subsequent 
treatment offered and the bounds of confidentiality with respect to any data collected. 
The participants were then contacted by the researcher to provide further information, 
answer any questions and arrange an interview time.
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3.4 Summary of participants included in the study
The sample consisted of ten people aged between 26 and 69 (three males and seven 
females) who had all been referred to a psychologist for treatment of depression. 
Table 1 summarises the sample.
Table 1 Demographics of sample
Fictional
Name
Age Gender Ethnic Group Prescribed
antidepressants
Zoë 26 Female White British No
Dave 30 Male White British No
Steven 29 Male Black British No
Linda 46 Female White British No
Ruth 32 Female White British No
Sarah 69 Female White British Yes
Jackie 37 Female White British Yes
Samantha 26 Female White British Yes
Shouvik 20 Male Indian No
Anna 31 Female Mixed Race Yes
Three fiirther patients who had initially consented to being interviewed withdrew from 
the study. The reasons for withdrawal were varied. One patient, who was 18 and 
lived with her parents, was disallowed from participation by her parents. One patient 
could not overcome the practical difficulties of arranging an interview and one patient 
gave no reason for her decision.
Participants names were changed to fictional names rather than codes to add clarity 
and meaning to their accounts in this report. Brief vignettes are provided to allow the 
reader to develop a sense of the individuals and their situations.
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Vignettes of eaeh participant
• Zoë had been suffering from emotional difficulties. She had an unsettled 
childhood in which her parents were divorced. She had recently undergone 
numerous changes in her life such as leaving the family home and 
commencing university. This was her first instance of seeking help. She was 
single, lived alone and was a full time student.
• Dave had been experiencing relationship problems. This was his first 
experience of seeking help for his distress. He had recently left his job as a 
mechanic and was experiencing financial difficulties. He had two children 
living in another household from a previous relationship. He was experiencing 
problems of anger and jealousy in his current relationship. He lived with his 
family of origin, described as very supportive.
• Steven had a long history of low mood and was experiencing work difficulties. 
He had suffered family difficulties earlier in his life. This was his first 
experience of seeking help. Steven suffered from sickle cell anaemia. He was 
single, lived alone and was a student.
• Linda had a history of depression for which she had previously received 
psychological help and antidepressants. She was having difficulty coping in 
general. She was not currently prescribed medication. She was married with 
two children, aged 8 and 10. She was an artist, studying to be a teacher.
• Ruth had a history of low mood. This was her second experience of help 
seeking. She had undergone counselling when she was 20. She was taking 
antidepressants. Ruth had relationship and work difficulties. She worked in 
sales, lived alone and was single.
• Sarah had no previous history of depression. This was her first experience of 
seeking help, which she did reluctantly. She was experiencing pain in her legs, 
which was affecting her mood. She had been widowed two years prior to her 
referral. She lived alone and had regular contact with her daughter.
• Jackie had no history of depression. She had work and relationship 
difficulties. This was her first experience of help seeking and she was 
prescribed antidepressants. She lived with her husband and worked as a 
Personal Assistant.
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Samantha had a long history of low mood stemming back to her adolescence. 
She had received youth counselling in the past. She was in a long-temi 
relationship and worked in social care. She had been prescribed 
antidepressants.
Shouvik had suffered from low mood for the past year. He had mood 
difficulties and was struggling with his university work. This was his first 
experience of help seeking. He lived with his mother, was single and was a 
full time student.
Anna had suffered from low mood for the past year. She had relationship 
problems and work difficulties. She lived with her partner and 2-year old 
daughter. She worked as a special needs assistant in a local school. This was 
her second episode of seeking help in the past year. She had previously visited 
her GP and had been prescribed antidepressants but was no longer taking 
these.
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4. THE INTERVIEW
4.1 Rationale
A semi-structured interview schedule was used in the study. This style of 
interviewing is compatible with IPA analysis and was created to allow detailed study 
of participants’ experiences. The interview was piloted with two participants to 
investigate time taken to administer and effectiveness of gathering information. The 
researcher also attended a seminar provided by the Battersea Research Group in 
skilful / sensitive interviewing techniques.
4.2 The Interview Schedule
The interview schedule was developed with respect to the main research questions. 
Advice was taken from a university tutor and a field supervisor specialising in 
qualitative research methods. The interview comprised of open-ended questions. 
These were structured into three points in time: the participant’s experiences prior to 
the GP consultation, during the consultation and after the consultation. Participants 
were also asked to provide as many examples as possible from their experiences. It 
was thought that this would add clarity and structure to the data received. Questions 
asked were value-free and descriptive of experience. Leventhal’s model was used to 
structure the questionnaire and provide theoretical context.
4.3 Summary of the Interview Schedule
lam  interested in three points in time and am going to ask you about your experiences 
before, during and after you visited your GP about your problems.
Phase 1
Before you visited your GP 
Prompts
What symptoms were you aware of?
What did you think was happening to you?
How did they affect your day to day life?
How did you decide what to do about your symptoms?
Why did you decide to visit your GP?
What did you think would happen?
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How did the anticipation o f your GP appointment make you feel?
Phase 2
The GP consultation
Imagine the time you went into your GP consultation. I  am going to ask you some 
questions about what that experience was like for you and how you felt about it. It 
would be helpful for me i f  you could give me as many examples as possible so that I  
can understand as accurately as possible what this was actually like for you.
Prompts
How did you feel during the consultation?
Did you manage to say what you wanted to say?
How did the GP react to you?
Do you think s/he shared an understanding o f your problems?
Was s/he sympathetic to your difficulties?
Did s/he say anything which surprised you?
Is there anything which you were expecting to happen which did not happen?
What did s/he say which changed your views o f your symptoms?
What did s/he say that made you feel better/worse?
Phase 3
After the consultation
Now Fd like to ask you about how you have been since the consultation.
Prompts
How has being on a waiting list changed the way you think/feel about your symptoms? 
How has being on a waiting list changed the way that you manage your symptoms? 
What are you going to do while you are waiting?
Has your situation changed since you decided to go to the GP?
What are your thoughts/hopes about counselling?
The interview schedule was as value-free as possible to allow for open exploration of 
participants’ views and to avoid being bound by any of the researcher’s pre­
conceptions (Flowers, Smith, Sheeran & Beail, 1997). It was also hoped that this 
would allow new factors to emerge. The interview questions were designed only as a 
guide for the researcher and to help the participants relay clearly about three different 
points in time. This occurred approximately four months prior to the interview.
Memory impairment is significantly associated with depression. However, no 
established causal directions, routes or underlying mechanisms have been identified. 
It is likely that depression is linked only to particular aspects of memory and linkage 
only found in particular subsets of depressed people (Burt, Zembar, & Niederehe, 
1995). The unreliability of participants’ recall of experience was not thought to be an 
obstacle for this study as it is demonstrated to apply mainly to recalling
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autobiographical events. There is thought to be no opportunity for regulation when 
asked to recall specific events as in this study (Parrot & Sabini, 1990).
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5. ETHICAL CONSIDERATIONS
Important ethical considerations of this study were:
1) Maintaining the confidentiality of participants
2) Ensuring the safety of participants during the interview process.
Ethics approval for this study was granted (See Appendix 3).
5.1 Maintaining confidentiality
The interviews lasted 45 to 60 minutes. The researcher conducted and recorded all the 
interviews. The recordings were transcribed verbatim and then erased. This process 
was made explicit to the participants, none of whom refused being recorded.
5.2 Ensuring the safety of participants
All participants were interviewed in their own homes. They were informed of the 
researcher’s professional responsibility to inform their GP of any concerns over their 
personal safety such as suicidal ideation but that this would only occur with their 
knowledge. All participants were debriefed at the end of the interview - this was to 
discuss their thoughts and feelings about the interview process. This also allowed 
time for them to raise any questions or concerns they had about the interview or 
research project. Participants were also reassured that they could withdraw from the 
study at any time. The researcher used interview skills that are also common to 
clinical work including open questioning, empathy and reflective listening. This was 
to elicit data from the participants which was at times distressing and also to elaborate 
and illustrate thoughts about their experiences (Coyle, 1998).
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6. ANALYTIC STRATEGY
6.1 The Process of IPA
The process of analysis followed a series of stages (Smith, 2003). These are described 
below:
Stage 1
An initial transcript was identified in which the participant gave detailed responses, 
including full examples of their experiences, to use as a basis for theme generation. 
This transcript was read and re-read until familiar to the researcher to maximise 
insights into the data. Initial notes were made in the left hand margin to summarise 
and paraphrase and to make preliminary associations and connections.
Stage 2
Initial emerging themes were documented in the right hand margin. These were an 
abstraction from the original notes and formulated in theoretical terminology. This 
process was an attempt to enhance meaning and interpretations of the ideas from the 
transcript. This was a reiterative process, linking back to the words and comments 
made by the participants, to maintain the ‘thread’ of what was actually said.
Stage 3
Emergent themes were listed in chronological order and supported by quotes from the 
text. These themes were considered with respect to the connections and clusters 
amongst them. The themes were then reordered into a table and renamed into super­
ordinate themes.
Stage 4
Each of the other nine transcripts was then read and re-read to corroborate evidence 
for the super-ordinate themes and to establish new themes. This process occurred 
with the help of the research and field supervisors of the study.
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6.2 Quality Control
Validity of both qualitative and quantitative research methods rely on factors such as 
appropriate methodology, clarity of presentation and contribution to knowledge. There 
are further factors in relation to qualitative research due to the difference in 
epistemological roots. Such factors have been identified for the evaluation of 
qualitative research (Elliot, Fischer & Rennie, 1999). These will be discussed with 
relevance to this study.
6.21 Owning one’s perspective
In order that the reader can interpret the analysis and consider alternative explanations 
it is required that the researcher discloses their own ‘values and assumptions’. Owning 
one’s own perspective is similar to the clarification of a researcher’s hypothesis in 
quantitative research (Elliot, Fischer & Rennie 1999).
The researcher is a 31 year old female trainee clinical psychologist. The researcher’s 
main theoretical orientation is cognitive-behavioural but also has training and 
experience in systemic and psychodynamic models. The researcher has been trained 
to interpret human behaviour and interactions within a psychological framework. The 
supervisors of the study came from the backgrounds of health psychology and 
sociology and this was considered to be an attribute to the analysis as broader 
perspectives could be gained.
6.22 Situating the sample
Qualitative research aims to explore a small and well-defined sample and cannot be 
readily generalised to other groups or the wider population. Information about the 
sample must be provided so that the reader has insight into the relevance and 
applicability of the findings. Demographic information along with vignettes from 
each of the participants has been provided, (see Table 1).
6.23 Grounding interpretations in the data
The understanding and interpretation of data must be demonstrated using examples 
from the data. This allows the reader to evaluate the ‘persuasiveness’ of the analysis
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(Coyle & Rafalin, 2000). In this study all cases were utilised in the analysis. Cases 
which did not fit with emerging themes were recognised. The analytic procedure was 
demonstrated as a transparent process from examples in the original transcript through 
to the establishment and connections of emerging themes.
6.24 Providing credible checks
The credibility of the researcher’s analysis must be checked alongside the views of 
others, particularly with reference to the analysis being understandable and grounded 
in the data. The researcher discussed the analysis with the supervisors, who provided 
suggestions. The researcher took transcripts to a qualitative research group for further 
discussion. This involved male and female trainee clinical psychologists of different 
theoretical orientations.
6.25 Reliability
The process of analysis should be evident in order to ensure the reliability of a study 
(Smith, 1996). Therefore the process of analysis has been described and examples of 
the analytic procedure are included. An original transcript (Appendix 7) and the 
analysis of this transcript (Appendices 4-6) are included.
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RESULTS
The overriding themes have been organised into the three points in time asked about 
in the interview schedule (prior, during and after the GP consultation) though there is 
some interlinking of themes. These main themes and subordinate themes are 
described in brief below and illustrated in detail in the following sections. Further 
interpretation of the data is then provided with reference to the transtheoretical model 
of change (Prochaska & DiClemente, 1984)
Identity of the problem
Prior to their consultation with the GP participants’ problems were characterised by 
the following sub-themes:
■ Problem symptoms
■ Perceived causes or attributions
■ Fluctuating symptoms
■ Perceived consequences of symptoms
These factors created complex and diverse experiences which led to great difficulty in 
participants being able to categorise or label their problems. This was significant in 
their subsequent health seeking behaviour.
Help seeking behaviour
■ Causes (Influence Jfrom others)
■ Consequences (Ambivalence)
■ Risk Taking and the need for change
The decision to consult the GP in each case was influenced by others. The decisions 
made seemed to create a sense of ambivalence in participants. This was characterised 
in most cases by an increased awareness and anticipation of the stigma of ‘mental 
illness’ and its treatment particularly with medication and at the same time the more 
positive effects of active help seeking and the desire for change.
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Changing context of problems
■ Perceived stigma continued (shame)
■ Changing problem perspectives
■ Perspectives of treatability
The experience of the GP consultation was characterised strongly by a sense of shame 
and embarrassment for participants. However, this was challenged by a shift in 
perspective of the causes and consequences to their difficulties caused by the 
treatment decisions made and the information given in the consultation.
Consequences
■ Symptoms
■ Social context
■ Perceived stigma - continued
Consultation with a GP and subsequent referral to a waiting list for psychological 
treatment seemed to provide new contexts in which participants experienced their 
symptoms of depression and their treatability. This also created changes in peoples’ 
social contexts though in most cases actual symptomatology remained the same. 
Some participants retained a sense of stigma about their difficulties.
7.1 Identity of symptoms
7.11 Problem Symptoms
The participants described symptoms of depression in numerous ways. Combinations 
of physical, cognitive and emotional symptoms were described by most of the 
participants, examples of these categories are shown below. These are mainly 
descriptive rather than interpretive and are included as they contribute to the 
complexity of participants’ experiences.
Steven described not only physical symptoms but also the physical consequences of 
not looking after himself because of his low mood.
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Physical symptoms
“I  was sleeping very up and down all the time going to bed late and waking up all the 
time, it wasn’t very healthy. Sometime Fll eat just junk food, not eating anything 
proper. Basically anything that concerned me, something that was ok for me, I  wasn Y 
interested, ” (Steven)
Sarah was the only participant who did not talk of a range of different symptoms in 
the domains above. She talked clearly of a physical manifestation of her problems 
and these symptoms had previously been found to have no physical cause.
‘7W been poorly for about 2 years on and off with these aches and pains and this 
buzzing in my ears. I ’d tried to put up with it going to the pharmacy and got some 
pain killers. It just wouldn Y go away, it was awful, ” (Sarah)
Cognitive symptoms
A number of participants described cognitive symptoms. For example Dave was able 
to give a clear account of cognitive distortions characteristic of depression, and how 
these affected in his relationships-
^^ My thoughts take over, Ijust think the worse o f everything, the glass is always half 
empty. Good things are so hard to believe. I ’ve lost all my confidence and trust in 
people, ” (Dave)
Ruth described how others reacted to her own cognitive distortions-
^Feople kept saying the glass is half full not half empty but that was very difflcult to 
see, everything was just really bleak, "(Ruth)
Emotional symptoms
Emotional symptoms were described by all participants even Sarah, who gave the 
most narrow description of her difficulties as purely somatic symptoms, stated that 
these caused her to ‘Yo cry all the time, ” (Sarah)
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“Iwas always miserable and upset, ” (Jackie)
Linda’s emotional symptoms were framed in the context of daily living-
"'Um, tearful, panic attacks, um..getting very..um...terribly wound up and not able to 
cope with daily home life, ” (Linda)
Zoë talked about her feeling unable to control her emotions and her behaviour, which 
made her feel she was ''loosing all grip on life”.
7.12 Perceived causes and attributions of symptoms
Participants made a variety of attributions to the symptoms they experienced. These 
were physical causes in two cases-
“/  thought I  had bad arthritis. I  thought it was old age. My chest wasn Y too good 
either...! was just in pain and miserable all the time, ” (Sarah)
“Um, I ’d never felt like it before, I  couldn Y really explain it. I  wondered whether I ’d 
been poorly with a bug or something and just hadn Y got better, ” (Ruth)
Both these participants had never experienced depression in the past which may have 
influenced their attributions e.g. to maintain a more concrete interpretation. Other 
participants, particularly those with longer standing mood problems, saw their 
symptoms to be a result of their unsettled upbringing-
^^Well I  think it’s a lot how you ’re brought up as a teenager. That’s when you first 
start your life plan. I f  that goes smoothly then you ’re better off. Ours wasn Y managed 
very well, ” (Linda)
Samantha whose mood problems began in school stated that - ^^ Oh I  didn Y know what 
it was. I  suspected it may have been related to bullying or maybe having two older 
brothers who also bullied me. I  also thought it might have something to do with being 
unsettled; we used to travel a lot from pillar to post, school to school, ”
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Her use of the words ‘suspected’ and ‘might’ illustrating the speculative but uncertain 
meaning of her experience.
Zoë also made attributions of the cause of her symptoms to her family upbringing. 
She also put this in a context of blame, which protected her from taking responsibility 
for the cause of her situation-
“/  just blamed my parents I  was in this situation; if  they hadn Y got divorced then I  
wouldn Y be feeling like this. I  suppose I  didn Y want to take responsibility for the way 
I  was,” {Zo'é)
Dave initially attributed his symptoms to his physical problems and his family issues. 
He went on to expand this idea by stating that something intrinsic to him that had 
caused the situation in the first place "um wondering why it was me and thinking that 
there must be something wrong with me to be feeling like this and to be in that 
situation in the first place ”.
Participants also described life stressors such as relationship and work difficulties as 
contributing to and maintaining their symptoms. Jackie who attributed her symptoms 
largely to physical causes also stated also "There was also a lot going on at work, so I  
wondered i f  Iwas a bit stressed out and maybe that was something to do with it”.
Ruth’s situation - “Iwas in a relationship which was going terribly wrong, & my job 
decided to give up my contract, my role was going to change a lot leaving me with a 
job I  didn’t like” - left her feeling unable to cope thereby creating a sense of 
discrepancy between her self identity as someone able to cope, and her feelings - “ /  
just couldn Y cope and I  was just crying all the time which I  was quite embarrassed 
about because Iwas in quite a responsible role. I ’ve never been like that”.
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7.13 Symptoms fluctuating
This complexity of all participants’ experience was further complicated by the fact 
that their symptoms fluctuated -
‘7  can be alright and then it can make miserable, ” (Dave)
“One minute Iwas ecstatically happy and the next absolutely in the pits o f the pits 
(Samantha)
On a more macro-level those participants with longer standing problems were aware 
of a cyclical pattern of symptoms. Steven had noticed, - "It seems to be getting worse, 
it has different phases but it’s been happening all my life, ”
Linda saw her long standing difficulties as a “cyclical thing, it happens every winter 
and I  get in a total panic about the year plan, it’s a term plan about the academic year 
and how I ’m going to get through it. ”
The combination of the experience of symptoms in different domains, the various 
attributions made of symptoms along with the fact that all participants experienced 
fluctuation in symptoms creates a complex experience. This seemed to cause 
difficulty in participants being able to give their problems any particular identity or 
indeed an identity of depression -
"All I  knew was that I  was feeling this way and I  didn’t know what was wrong with 
me. ” (Samantha)
“I  don’t give it a name ”. (Dave)
Shouvik described his confusion about his experience, its cause and about how to 
cope-
“I  didn’t know how to deal with my self - 1 didn’t know what to do. I  didn’t know why 
it was happening. It was like cloud hanging over my head. My feelings were just
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taking over. It was overwhelming. I  just had to live with it. I  didn’t know how to 
handle my thoughts, Iwas preoccupied, I  didn’t know what to do, ” (Shouvik)
Yet his thoughts were clearly not based in the context of ‘depression’ -
"Before [the GP appointment], ‘depression ’ was out o f the question, I  didn’t even 
think about it like that ”. (Shouvik)
Ruth had separated her experiences from the label of depression precisely because of 
the fluctuation of her symptoms -
"There were good days and bad depressed and I  thought well you can’t have any 
good days when you ’re depressed. ” (Ruth)
7.14 Perceived consequences of symptoms
Despite the lack of clarity in the identity of participants’ problems, there was a 
common and clear belief that symptoms would worsen and there was a sense that 
things would become out of control. There was a general sense of foreboding but the 
actual consequences remained unqualified -
“/  was worried that it would come to a head and something bad would happen, ” 
(Samantha)
“Things would have just carried on, I  would maybe have got so low that I  couldn’t 
cope anymore ”. (Anna)
In summary, participants reported an array of symptoms in different domains. They 
made a variety of attributions for these symptoms. This coupled with the fact that 
their symptoms were fluctuating caused confusion and a general and foreboding sense 
that things would deteriorate.
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7.2 Help Seeking Behaviour
7.21 Causes
The social context of participants’ difficulties seems to have been the most influential 
factor in their decision to access help from their GP. In every case the suggestion to 
consult the GP came from a significant other (mother, husband, daughter, friend, 
health care professional) who had witnessed the participant’s difficulties.
Jackie stated -
“/  think it was finally the rows with my husband that did it when he finally said I  need 
you to go to the doctors. I  sort o f agreed”. (Jackie)
Ruth was influenced strongly by her mother -
“7 was at breaking point and my mum said I  had to go to the doctors ”. (Ruth)
Steven was influenced both by his fiiends and a nurse involved with his sickle cell 
anaemia to specifically seek counselling -
"Well I  wasn’t the one who decided I  should go, it was a couple o f friends and my 
sickle cell counsellor that suggested it, I  don’t remember thinking o f seeing a 
counsellor myself, it was mostly other people’s ideas saying that I  do need to speak to 
someone because o f the way Iwas feeling”. (Steven)
Linda, who had an established idea of her own depression and who had sought help 
from a GP and counselling treatment in the past, still relied on outside influence to 
initiate her help seeking -
"you hear your husband say ‘why don’t you go to the doctor? ’ ”. (Linda)
The influence of others was instrumental to participant’s help seeking decisions and 
was illustrated in a range of different relationships and types of concern implied.
180
Research Dossier
It is unclear why participants did not initiate their own help seeking behaviour. It 
could be that the complexity of their experience as described above prevented them 
from identifying any route of positive action. Alternatively, by not identifying their 
difficulties as something specific or treatable, they would inevitably not have 
considered GP consultation as an appropriate response to their situations. This 
implies a gap between a lay conception of ‘life problems’ and a medical conception of 
psychiatric illness. As Steven explained -
“I  didn’t think I  needed to go; it wasn’t for me. I  thought it was for people who are, 
who have conditions that are really noticeable, I  mean I ’m not saying that mine 
wasn’t, but you know not just psychological but like major problems, so I  didn’t 
necessarily think that my problems could be helped. I  looked at it roughly and though 
not much o f it. Ijust thought it’s not for me ”. (Steven)
Zoë did not feel that her difficulties were "worthy” of a GPs attention. Without the 
influence of her mother who suggested she go to the GP, she felt she was making "too 
much o f it” and perhaps being merely "immature and silly”. However, her mother’s 
suggestion seemed to give her permission to seek help -
"Someone thinks I  should go so maybe it’s ok to go the GP about it”. (Zoë)
A further explanation, considering the negative cognitive responses arising from the 
anticipation of a GP consultation (discussed below), may be that inaction somehow 
protects the individual from the stigma of viewing their difficulties in either a ‘mental 
health’ or a ‘professional’ context.
The basis of the advice and suggestions of concerned others is unclear. Were they able 
to recognise the problems as something professionally treatable or was the GP seen as 
the only option for help?
Zoë’s mother was a nurse and perhaps was aware of the health services available to 
help her daughter. However, Zoë’s perception was that her mother needed to lessen
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her concern about her by sharing the responsibility with a professional and seeing the 
GP was the only option to do this -
"you know the emotional drain may have been less with someone else involved I  
think her expectation was just that it was the only option really,” (Zoë).
7.22 Perceived consequences (Ambivalence)
The consequence of this influence of others in the decision to access help from the GP 
was to create a sense of ambivalence. This is characterised negatively by anticipated 
stigma of the actual consultation, implicit introduction of the notion of a mental health 
issue and its treatment with medication; positively by thoughts about help seeking 
being a forward step and wanting to change.
Anticipated stigma of the consultation
Anticipation of the GP appointment introduced new ideas about the acceptability of 
needing help.
Ruth explained her thoughts about stigma in a cultural context -
"It was difficult to get to that point because you don Y want to admit that you can Y 
cope because it’s very antisocial, know what I  mean, the culture in this country or 
maybe the world is a coping culture and you don Y want to admit that you can Y cope, 
I  mean I  tried everything,. ” (Ruth)
This seemed to suggest an unacceptability of not coping and also highlighted the 
desperation of an inability to effectively help oneself.
Linda was also concerned about being powerless to change her situation and the 
unacceptability of not coping -
"I think um the neediness is always a desperate sign o f depression, needing someone 
like the doctor, and there are people much worse off and you don Y feel that you
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deserve it, and you know life’s too short. All those things, but they ’re all rational 
thoughts but not really how your feeling ”. (Linda)
Shouvik felt the need to keep his help seeking private, fearing the social stigma of his 
problems placed in a medical context -
"Other people though, I  wouldn’t tell them. I  don’t know how they would react, 
maybe I ’m mentally disturbed,” (Shouvik)
Anna did not experience any negative anticipation before her GP appointment. She 
explained that this was due to her comfort and familiarity with her GP who had known 
her for most of her life. This prevented her from experiencing ambivalence at this 
stage -
“It wasn’t difficult at all and I  didn’t feel bad but that’s because I ’ve known her all my 
life. She knows me really well so it’s easy to talk to her. I  didn’t think anything o f it 
really”. (Anna)
Sarah also did not experience any negative anticipation prior to seeing the GP but she 
did not view her difficulties as anything other than a physical problem.
Perceived stigma of medication
After the GP consultation had been arranged some individuals started to develop ideas 
about the prospect of being prescribed medication. These seemed to come from either 
personal experience of medication or that of others -
"Yes i t’s bad as being a drug addict and it takes ages to recover from that, your brain 
doesn ’t work often it’s all just numb; so I ’m not for it, ” (Linda)
"Yes, and there’s a bit stigma about antidepressants and everyone says oh no don’t go 
on them or you ’II be hooked, ” (Ruth)
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These ideas tended to be negative and to express concerns about the addictive 
potential and the unwanted effects of medication. The stigma around medication was 
a common theme for all participants before, during and after their consultations.
Help seeking a positive first step
In contrast to development of negative ideas around the stigma of an inability to cope 
and the prospect of medication, participants also expressed more positive benefits of 
taking a first step to help themselves -
“Well I  thought I ’d done something positive, um Ifelt good knowing that I  recognised 
that I  had a problem and seeking help and it did make me feel better, ” (Dave)
Here Dave’s recognition of a ‘problem’ implies a separation of being within his 
experience and his thoughts about it, which improved his mood.
Linda also explained that action has meaning and expanded on this idea to also raise 
concerns about the consequences of inaction, which echoed the belief that her 
situation would worsen -
"You feel relieved that you’re doing something and taking the burden off yourself and 
your family, and you know doing something to improve... I t ’s not a placebo, but it is 
taking charge again and taking control o f the situation. When you don’t it just eats 
you up terribly and I  think that’s when people get really ill ”. (Linda)
7.23 Risk taking and the need for change
Given the sense of ambivalence described above, it is unsurprising that the decision to 
actually attend the GP consultation involved a degree of risk taking. Risk taking was 
a common theme though there was variability in individual reasons for taking them.
The nature of Dave’s risk taking involved anticipated humiliation whilst seeing his 
G P -
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“I f l  had to walk away from the GP with him laughing at me with my tail between my 
legs then so be it. ”
However, this was overcome by his desire to change -
“/  need to get myself on my fee t”. (Dave)
Linda contrasted her risk with the importance of help seeking -
"Yes, but compared to how important it is to your life, it’s not really too bad”. 
(Linda)
Steven, though feeling particularly "awkward" about his GP consultation, was 
comforted by the fact that there was nothing to lose -
"Yeah, one o f my sickle cell nurse advised me that it would be a good idea to speak to 
someone and then if  you don’t feel comfortable then you can always end, but just talk 
to someone maybe they can help you”
In summary, participants’ help seeking was consistently initiated by the influence of 
significant others. This appeared to create a sense of ambivalence. This was 
characterised on one hand by the ensuing perceptions of stigma of seeing a GP for 
their emotional difficulties and the prospect of medication and on the other by the 
more positive consequences of taking a first step. Participants’ described taking a risk 
in order to access help.
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7.3 Changing context of problems
Participants’ presentations to their GP varied in their consultations. Dave, Steven and 
Linda directly requested counselling referrals. Zoë, Ruth, Jackie, Samantha and Anna 
described their current feelings of not being able to cope. Sarah presented her physical 
symptoms. Apart from Sarah and Anna, all participants experienced a strong sense of 
shame and embarrassment.
7.31 Perceived stigma (Shame)
Dave gave a particularly vivid description of his feelings at the time and also the 
attributions he was making of the GP -
"I felt stupid at first; I  knew I  wanted to do it but I  felt like a real idiot. I  felt like an 
idiot like a right big problem, that I ’m weird. Maybe the doctor was looking at me 
thinking‘what a freak’”. (DeLYo)
The focus of Zoë’s fear and concern was around the GP making assumptions about 
her "it’s quite difflcult to and nerve racking how Iwas going to get across my point to 
him without him making assumptions about me”. The assumptions, she explained, 
were about receiving a label of depression from a professional. Zoë’s perceptions of 
this label were complex. Firstly, it would suggest that she was "inadequate” in her 
ability to deal with her problems, particularly in comparison to others. Furthermore 
she feared the permanency of the label itself and the permanency of symptoms this 
might imply including a susceptibility to other problems "Am I  always going to get 
depressed? Am I  susceptible to post-natal depression or other depression? ” (Zoë)
Samantha’s embarrassment seemed to centre on her inability to cope in the light of the 
positive aspects of her life and echoed Linda’s earlier sentiments -
"I didn’t really know what I  wanted to say. I t ’s not very long when you ’re there and I  
couldn’t explain things to myself very well so it was hard to say to him. Um I  was a 
little bit embarrassed I  think. ”... Well I ’ve got a nice husband and a nice house and
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it’s embarrassing not to be able to get up and go to work. I  just felt as though he 
might think ‘oh Godjust go and pull yourself together’”. (Samantha)
Linda had visited her GP before for treatment of depression and had a positive and 
familiar relationship with her GP. Nevertheless she felt -
"It’s [going to the GP] always a disappointment and you think you ’re being childish 
and pathetic.” (Linda)
7.32 Changing problem perspectives
Generally participants received a positive and helpful initial response from the GP, 
though the responses varied greatly. This arose from the combination of the 
individual presentation to the GP, the GP’s interpretation of the situation and 
responses given. In most cases, participants were introduced to the idea and the 
vocabulary of depression in its clinical context, which in many cases challenged their 
own attributions.
Samantha stated that -
"He said he thought I  might be depressed, and I  said that’s impossible because 
nothing bad has happened. He explained a bit about it and what it was and that was 
really helpful”. (Samantha)
Steven’s direct request for counselling did not fit in with the GPs idea of his needs -
"I asked him that and he said you don’t need that it’s not something I  would 
recommend, you ’re quite healthy, you ’re going to university you do sports and go to 
the gym, i t’s mostly for people who are mentally ill”. (Steven)
Steven failed to communicate that his constructive activities were the exception to the 
rule and subsequently felt misunderstood by his GP. He was then placed in a double 
bind situation - he could not be depressed and continue to work.
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This seemed to confirm Steven’s ideas that he was not ‘mentally ill’ but left him with 
no support or treatment for the difficulties he was experiencing. He left the surgery 
without discussing his symptoms. However, with further outside encouragement he 
persisted with his request and was eventually referred.
Jackie’s ideas about her symptoms focussed on a mainly physical cause -
“In some ways it was quite a relief that I  wasn Y physically poorly but on the other 
hand I  thought well this is ridiculous because I  shouldn Y be like this. It felt a little bit 
like it wasn Y my fault but also that this shouldn Y be happening to me ”. (Jackie)
Clearly this gave her relief but perhaps also added an unacceptability that she was 
suffering from depression. This is another example of a mismatch between peoples’ 
ideas of their problems and their idea of depression. Jackie seemed to experience an 
unsteady transition between the two contexts.
Ruth’s GP introduced the idea of depression in the context of the counselling 
treatment she recommended, thereby providing a psychological identity of her 
difficulties in contrast to her previous ideas about a general inability to cope -
"Yes, she said I  think you should go to see about counselling, there’s something in you 
that triggers it, like a pattern that happens and makes you depressed. She said you 
should go and find out what your triggers are so that you can avoid them or 
something. She said she ’d refer me, I  think it came from her ”. (Ruth)
Sarah, who had rigid beliefs about her difficulties being physical in nature, was gently 
introduced to the connection between her pain and her low mood, shifting the 
emphasis to a more psychological formulation of her difficulties -
"She then said she felt that I ’d got quite down and sometimes that can make aches and 
pains feel worse ”. (Sarah)
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Samantha was provided with a new context of depression fitting into a disease model. 
This gave her a sense of treatability which provided relief -
"Depression tells you a terrible lie that you’ll always feel bad. I t ’s a disease that lies 
to you. But that’s not the case, it’s more like a cold and it will get better. That helped 
a lot”. (Samantha)
Shouvik described the helpfulness of being labelled with the term ‘depressed’ and 
how this gave him a sense of controllability -
"it gives you a space, a point o f where you are and how to solve the problem and how 
to manage it, I  think it’s more for the better. ” (Shouvik)
He went on to describe how he became empowered by independently finding out 
more about depression. This made him "more confident”, "less nervous ” and he even 
considers the significance of his role in his recovery -
"Iwas quite curious, maybe I  could cure it myself.” (Shouvik)
Zoë on the other hand did not take away the label of depression she had previously 
feared. She was relieved to have her problem validated but this was possible without 
her perceiving it with a name attached -
"I didn’t walk away thinking oh my God I ’m depressed. He may well have used that 
word, um, I  can’t really remember. I  walked away thinking there is something wrong 
and I  did need some help. (...)Ifelt like I  didn’t have a black mark against my name ”. 
(Zoë)
7.33 Perspectives of treatability
Medication
Seven of the participants were introduced to the idea of medication during their GP 
consultation. Interestingly, those who were not approached their GP with a direct 
request for counselling.
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The introduction of the idea of medication elicited mixed responses. Samantha 
expressed relief and acceptance -
"It was helpful, I  felt relieved that there was something wrong with me and I  could 
have some tablets to make it better”. (Samantha)
As well as Samantha being introduced to the idea of medication, she was being 
communicated something of the treatability of her difficulties.
Ruth had a more negative response -
"He said you ’re depressed and you need medication. I  said no that’s not the answer I  
just need some time to get my head together”. (Ruth)
Jackie was more undecided about the possible benefits of medication due to her own 
perceived lack of understanding of her difficulties -
"Well I ’m not a big pill lover so I  wasn’t so keen on that. I  don’t really know why. 
I ’ve never like tablets. I  didn’t like the idea that something would alter what was 
going on in my head when I  didn’t really understand it myself’. (Jackie)
Samantha, Jackie, Sarah, and Anna were all prescribed antidepressants, yet their 
concerns about taking medication persisted.
Samantha’s concern was the perceived social stigma of medication -
"I just think people will think I ’m mad. I ’m on Prozac now and I  wouldn’t tell 
anybody. I ’d die i f  anybody found out just because I  do think mad people; a lot o f 
people would think you ’re mad. Everyone says all these jokes about Prozac about 
people being zombied out and stuff like that”. (Samantha)
Jackie was more concerned about the future consequences of taking medication -
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"I was struggling and I  was quite anxious about being on medication. We got married 
quite late and we may want to start a family. I  didn Y want to be on medication in the 
future”. (Jackie)
To Anna, the idea of taking medication was only acceptable as a short-term measure -
“I  don Y want to be on them for a long time. I  don Y think it’s the right thing, I t ’s not 
the solution. I  thought I  might be on them forever and that’s just not right ”. (Anna)
Counselling treatment
Three participants approached the GP with a direct request for counselling (Dave, 
Steven, and Linda) and the others were all recommended counselling by the GP. All 
participants reacted positively to the prospect of counselling, though they did not gain 
a clear idea of the nature of counselling and many were also disappointed at the 
waiting time.
When Jackie was introduced to the idea of counselling she thought -
"and I  suppose I  thought actually I  might get better. Before, I  wasn Y sure i f  I  would”. 
(Jackie)
This suggested that the prospect of counselling had introduced some optimism in her 
thoughts about the consequences of her problems.
Zoë thought that the GP had suggested counselling because she had "got a lot” from 
talking about her difficulties during the consultation. In turn she felt hopeful about 
counselling because of her ease in talking to the GP -
"Because o f the way I  could talk to the doctor was quite easy and so having 
counselling for the future it, you know, it gave me a lot o f help to get my mind in order 
to deal with things a bit better ”. (Zoë)
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This was further reflected in her reaction to being interviewed for this study -
was a bit nervous at first but it wasn’t that bad and it’s helped me to get my 
thoughts a bit clearer about the process that I ’m in at the moment and the point that 
I ’m at. I  suppose it’s made me stop and think about what’s going on a bit really with 
everything. I t’s made me a bit hopeful again”. (Zoë)
Dave had hopes that counselling would offer him a different perspective on his 
difficulties -
“I  hope that I  can have a different way o f thinking and sort o f stopping and stepping 
back from a situation to see what it’s all about”. (Dave)
Linda had a clear idea that counselling would enable her to change the management of 
her symptoms -
"Yes now I  think you can change for the better I  think, give up old habits
[withdrawing firom social contact] and learn new ones. ”(Linda)
Sarah, whose initial reaction was "Well at first I  thought ‘I ’m not going to see one o f 
them [psychologist] ” was able to develop a sense of the benefits of discussing her 
problems -
"Then I  thought maybe they might listen and I ’d have more time than with a GP”. 
(Sarah)
Samantha’s thoughts were focussed on her fears of the unknown-
"Iwas quite nervous and apprehensive about it. I  didn’t really know what to expect”. 
(Samantha)
In summary, participants’ commonly experienced a sense of shame in consultation 
with their GP. However their perceptions were influenced by their difficulties being
192
Research Dossier
validated by the GP and the introduction of treatment options. Treatment decisions 
made and information provided shaped participants’ perception of the cause and 
consequences of their difficulties.
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7.4 Perceived eonsequences
7.41 Symptoms
The conséquences of being placed on a waiting list for counselling treatment of 
depression had a varied effect on participants’ symptoms.
Steven’s low mood was increasingly disrupting his studies, which in turn was 
worsening his symptoms-
“I  think they were pretty much getting worse because I  started my course in 2001 it 
wasn Y so bad, but now it’s getting in the way o f work, I  can Y function like I  used to 
and get my work done. I  have a very low concentration span. Everyday I  think about 
my problems, it has an effect every day o f my life so it is getting a bit worse ”. (Steven)
Jackie reported no changes in her symptoms but described the benefits of having more 
information about depression from the GP. She was the only participant who had been 
given some information about depression. However, like others she was adversely 
affected by having to wait to receive treatment -
“I  have to say initially nothing changed, I  thought ‘oh my god’ I ’m going to have to 
carry on like this for all that time before I  see someone. That was quite difficult. I  
think I  felt a bit more confident because I ’d read a bit about what was happening”. 
(Jackie)
Ruth experienced similar worsening of her symptoms due to waiting time -
‘7  knew it would be a while, but that really didn Y help me. It would have been better 
to be seen sooner because I  felt worse and worse ”. (Ruth)
Zoë presented a vivid analogy to describe her sense of frustration -
‘7  think it sort o f upset me that I  had to wait. It was like being given a key to the door 
but I  had to wait several months before I  could open it”. (Zoë)
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The conséquences were that her symptoms remained the same and that she felt unable 
to be proactive in the interim -
"Stuck yeah because I  didn’t have any clues or hints or tips o f how to start making 
things better while I ’m waiting. I t ’s like ok I ’ve just got to wait now in this same state 
until I  get an appointment. I  suppose partly I  didn’t have the responsibility to deal 
with my problems, I  had a reason to just shelve them, or not deal with them ”. (Zoë)
Anna was also disappointed because of the waiting time and voiced concerns for 
others -
“I t’s a shame that you have to wait so long and they don’t have more counsellors. It 
makes me wonder how people cope who are worse than me and really can’t cope.
How do they manage without any help? ” (Anna)
Linda did report being able to cope better following her consultation -
“I ’m much more patient because I ’m not in hyper mode, and I ’m coping better. ” 
(Linda)
7.42 Social context
Although participants gave varying accounts of the effects of being placed on a 
waiting list for depression on their symptoms, they gave a more consistent account of 
the positive social consequences to their help seeking.
Dave said of his girlfriend -
"She was glad I  was sorting myself out and when I  talk to some o f her mates, they just 
said ‘goodfor you’”. (Dave)
Linda and Jackie both reported positive responses from their husbands -
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“My husband is much happier, no divorce (laughs). You can just be a monster with 
depression, I  know that and it’s terrible. ” (Linda)
“My husband’s been really good. He’s glad I ’m starting to think about things again 
and do something about it. He’s really pleased” (Jackie)
It is likely that people’s help seeking behaviour benefits their relationships.
7.43 Perceived stigma -  continued
For some participants there remained a sense of stigma because of their diagnosis of 
depression and referral for counselling.
Ruth gave a vivid account of her fears of the consequences of her diagnosis -
"Yes and also the stigma o f I  think admitting that you have depression. Like it’s a 
failure, an infection, there’s something wrong with you. I f  I  had children and 
something happens, I  think that people would maybe point the finger and say she’s 
had depression. I  think job prospects are affected. Sometimes they look into your 
background & I  would die i f  they found out at work and I  wasn’t put forward for 
promotion or employed in the first place. All those things o f admitting that you have 
depression. ” (Ruth)
It may be that some of these fears could have been alleviated with some further 
information about the nature and prevalence of depression.
Samantha’s fears seemed to centre on not knowing what to expect from counselling. 
Again, this may have been alleviated with some further information about what this 
treatment would involve -
“Um I  suppose I  thought people might want to avoid me or think I  was some mad 
thing. It was just an unknown quantity I  didn’t know what to expect. It was like 
walking into a dark tunnel or something and, but Iwas also quite matter offact and I  
didn’t back out o f it”. (Samantha)
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Unlike the other participants, Anna did not experience a sense of stigma until after her 
GP consultation. However, she explained her fears of her work colleagues finding out 
she was receiving counselling treatment for depression, echoing the feelings of 
inadequacy and weakness expressed by many of the other participants -
“I  don’t want everyone to know I  didn’t want to put it [counselling appointment] in 
the diary. I t ’s a really hardjob and maybe people would think I  wasn’t strong enough 
to deal with it. I  haven’t told anyone at work in case they think I ’m not coping and I  
can’t do my job. I  remember thinking ‘oh she’s depressed and she can’t cope ’ about 
someone else so I  can’t expect other people to be any different about me ”. (Anna)
In summary, the GP consultation and subsequent referral for counselling treatment for 
depression provided new contexts in which participants’ perceived their difficulties. 
Positive feedback was reportedly provided by participants’ significant others. Few 
participants reported a change in symptomatology though some remained with a sense 
of stigma.
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7.5 Further Interpretation of findings
The transtheoretical model of change (Prochaska & DiClemente, 1984) has been the 
basis for developing effective interventions to promote health behaviour change. It is 
a model of intentional change that focuses on the decision making of the individual 
and the external influences affecting the individual. The model assumes that people 
are rational beings whose health related behaviour depends on their understanding of 
relevant information. The model has applications to a variety of behaviours including 
addiction and stress management.
It is proposed that a modified version of this model has a useful application to the 
experiences described by the participants in this study. Within the context of this 
model, the themes identified from the transcripts are connected within a temporal 
context which is appropriate given that participants were questioned about three 
different points in time. The model helps to explain the cognitive and behavioural 
transitions that occur from initial experience of symptoms to referral for counselling 
treatment for depression. The model also conceptualizes clinically valuable 
information about those processes that encourage help seeking and those which act as 
barriers to care. The model also implies effective clinical strategies that can be used at 
different points throughout the process.
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7.51 Stages of change
The Transtheoretical Model consists of five stages along a continuum that reflects an 
individual’s interest and motivation to alter a current behaviour. Movement through 
the stages indicates successful behavioural change.
Preparation
Contemplation A^ion
Preeonfemplation MaintenanceRELAPSE
Preeontemplation -  no action is intended in the near future. There is an unwillingness 
to change a problem behaviour or a lack of recognition of a problem. People may be 
in this stage because they lack information about the eonsequences of a problem. They 
may have tried to change a number of times and become demoralized about their 
ability to change. They are often characterized in other theories as resistant, 
unmotivated or as not ready for health promotion programs.
Contemplation -  change is intended. People are more aware of the benefits of 
changing but are also acutely aware of the costs. The decisional balance between the 
costs and benefits of changing produces ambivalence.
Preparation - action is intended in the immediate future. Individuals have an action 
plan, such as consulting a counselor or talking to their GP.
Action - people have made specific overt modifications in their lifestyles. Since 
action is observable, behaviour change is often equated with action.
Maintenance - people work to prevent relapse. They are less tempted to relapse and 
increasingly more confident that they can continue their change.
Relapse - individuals revert to an earlier stage of change. People can relapse to any 
earlier stage. Relapse is a common phenomenon when action is taken for most health 
behavior problems.
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7.52 Application of the model to health seeking behaviour
Elements of the model are illustrated below in terms of the experienees described by 
participants.
Precontemplation - the participants in this study were unable to name their difficulties 
due to the different types of symptoms experienced in different domains, the 
attributions made of them and the fact that they were fluctuating. This confusion 
meant that they did not instigate any action in terms of help seeking. There was also a 
gap between their view of ‘problems of living’ and a medical view of depression.
Contemplation - participants seemed to enter the stage of contemplation at the point in 
time when a significant other suggested that they should approach their GP for help. 
This created a sense of ambivalence where they felt they had taken a positive step and 
at the same time the introduction of a medical, or illness context created a sense of 
stigma. Resolution of this ambivalence seemed to be dependant on patients 
considering the possible consequences of action versus inaction. Factors preventing 
progress fi*om the contemplation stage may be lack of social support / influence, 
anticipation of stigma or lack of coping skills.
Preparation -  the stage of making and attending GP appointments, resulting fi*om the 
resolution of ambivalence towards change. From the data, this involved taking a risk.
Action - this refers to patients negotiating and accepting a treatment plan.
Maintenance - maintenance of help seeking behaviour may depend on a match 
between the individual’s understanding of their difficulties and treatment, and a 
tolerance of any stigma they may anticipate.
Relapse - possible relapse predictors may be long waiting times, intolerance of stigma, 
lack of information about depression and misconceptions about treatment.
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However, participants in this study had not yet reached these stages in their help 
seeking and so these stages are discussed hypothetically.
Figure 1 tracks the participants through the model of change, focusing on factors that 
promote progress through the stages. Underlined sections refer to external factors that 
contribute to behaviour change.
Figure 2 is a hypothetical model tracking the potential barriers to help seeking 
behaviour. Quotes from the data are included only as examples of perceptions and 
influences at each stage. However, it is important to note that these have been taken 
out of context from the original transcripts.
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DISCUSSION
The research aim was to gain an insider perspective of peoples’ experience of 
problems that are later defined as depression and how their perceptions evolve through 
the referral process to counselling. The main findings are discussed below with 
reference to relevant psychological theory and research findings. Future clinical and 
research implications are also discussed. The following section provides a critical 
review of the methodology of the study.
9.1 METHODOLOGICAL ISSUES
Findings from the study are presented with accompanying quotations which provide 
some evidence that an ‘insider’s perspective’ has been gained. One could question the 
extent to which participants gave open and genuine accounts of their experience. 
Openness was hopefully maximised by giving reassurance to the participants of the 
bounds of confidentiality of the study and also permission to withdraw from the study 
at any time. The interview schedule was constructed to avoid presupposing any 
particular model or theory so that participants were able to raise issues which were 
important to them. Also during interview participants were invited to comment on 
any further issues which were not covered in the interview schedule.
A further method which could have been adopted to ensure an insider’s perspective is 
respondent validation. This involves reviewing the analysis and findings with 
participants to allow them to elaborate, challenge, or validate emerging themes 
(Willig, 2001). This approach assumes that the participant will be able to voice their 
opinions which may disagree with the researcher’s ideas. Furthermore, it may be 
difficult for any one participant to see their own perspective in amongst the whole 
group of participants (Mays & Pope, 1995). However, this method was not 
incorporated into the study due to time constraints.
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^iïijmiWônsdflPA
IPA uses language as the means by which participants communicate their exr^ences 
to the researcher. In this study semi-structured interviews were used as the data 
collection technique. IPA therefore assumes that language provides participants H\ith 
the necessary tools to capture that experience^. However, language does more than 
merely describe experience; it also constructs experience (Willig, 2001). For 
example, the use of the word ‘symptom’ within the interview schedule in this study 
could have influenced participants responses as it implies a medical conceptualisation 
of experiences. Willig (2001) raises the possibility tliat the same experience can be 
described in many different ways and so it may be impossible to gain direct access to 
the experience itself IPA has been criticised for underestimating the constitutive role 
of language.
9.12 Sampling adequacy
It was hoped that the stuch' would include 12 participants but due to the time 
constraints only 10 were recruited. Clinical psychologists had agreed to participate in 
the study by recruiting patients from their waiting lists. However, recruitment into the 
study was problematic as few referrals were received and there were also a number of 
ï^frîsaîs. The masons for this are uncWr It seems most likely that there are marg 
competing demands made of clinical psychologists working in primary care. This is a 
potential barrier to future research
It has been agued tliat 5-6 participants are a ‘reasonable’ sample size for a student 
project (Smith, 2003) as long as enough cases are presented to examine the similarities 
and differences between them. This study included 10 participants providing a 
breadth of experiences. They consisted of both sexes and a range of ethnic groups. 
Also participants had difterent histories o f  low mood For some it was their first 
experience and others had a long history of low mood and prior experiences of 
treatment This allowed exploration of themes common to all cases and not specific to 
first episodes of low mood. Therefore though it was not possible to use a theoretical 
sampling procedure for recruitment due to the low response rate, it was considered 
that a sufficieotly diverse ran ^  of experiences weis ptherecL
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9.13 Ethics
Efforts wngre made to ensure Aat participants gave their fhll and informed consent 
Information sheets were provided to all participants and written consent was obtained 
When participants were initially contacted by the researcher, an opportuni '^^ was 
provided to explore any concerns and emphasise their choice to withdraw from the
study at any time. No ethical dilemmas were raised whilst conducting this study.
9.14 Refîexîvity
This study represents a thiee-way eommmiicationy This is betw^n the participants 
communicating about their experience, the researcher’s interpretation of that 
experience, and the reader’s response to that interpretation. The researcher has 
acknowledged her own position in relationship to the project as a trainee clinical 
p^’chplpgist- Other significant factors have come to light during this study. The 
researcher has a theoretical bias towards cognitive behaviour therapy and indeed her 
clinical training was also weighted towards this model. Therefore emerging themes 
were interpreted more within this context e.g. isolating the individual’s cognitive and 
behaviouml changes^ although pot exclusively. A reseamher fiom a different 
perspective may have focussed more on systemic or relationships issues. 
Furthermore, prior to the researchers training, experience was gained in the field of 
addiction therapy, i nis may have influenced the conceptualisation of help seeking 
within the model of change (Pmchaska & DiClemênté, 1984) as this is extensively 
used within this field. Likewise, the theoretical orientation, and experience of the 
reader may influence the degree to which the findings resonate with their clinical 
experience or their personal world view.
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10 SUMMARY OF FINDINGS
10.1 Problem identity
Prior to their initial visit to their GP, participants described a complex experience 
characterized by confusion. They experienced a range of symptoms in different 
domains: somatic, cognitive, and emotional, for which they only gave speculative 
attributions in most cases. Participants reported fluctuation in their symptoms, further 
complicating their experiences. This led to participants being unable to label their 
difficulties as anything more specific than problems of living. Without definition of 
their difficulties, it is unsurprising that participants had no clear sense of the 
consequence of these symptoms to their lives, apart from a general and foreboding 
sense that things would deteriorate -
“/  was worried that it would come to a head and something bad would happen”. 
(Samantha)
This data suggests that peoples’ initial experiences of depression are characterized by 
confusion and speculation rather than a cohesive formulation of cause, timeline, 
identity, consequences and controllability. This appeared to affect people’s health 
seeking behaviour, i.e. this lack of clarity created inertia in their help seeking. This 
may have been a consequence of perceived stigma. Stigma disrupts social intercourse 
and is managed by ‘controlling the flow of information about real or imagined 
discreditable qualities in face-to-face encounters’ (Gofhnan, 1963). In other words, 
the stigma of ‘mental illness’ will prevent people visiting their GP with psychological 
difficulties or disclosing them during consultation. It is argued that the mismatch 
between patient and practitioner attitudes that prevents people from seeking help 
(Prior, Wood, Lewis, & Pill, 2003). They emphasize that there is an important 
difference between attempting to mask the symptoms of psychiatric illness because of 
stigma and failing to incorporate symptoms into a mental illness framework. This 
implies that participants’ ‘problems in living’ are ‘beyond the realm of effective 
medical intervention’.
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This study makes a similar distinction in two ways. Firstly, the evidence suggests that 
participants rely on the influence of others to initiate professional help seeking as they 
do not view their difficulties within an ‘illness’ context -
''Before, 'depression ’ was out o f the question, I  didn Y even think about it like thaf 
(Shouvik).
Secondly, perceptions of stigma only arise after they have made a GP appointment, 
when their problems are then perceived in a professional context.
This may also be a significant reason why so many patients present to their GP with 
somatic symptoms of depression. Presentations of somatic symptoms are a common 
reason why depression is often undetected in primary care. Patients may focus on 
those symptoms that they perceive best fit with their ideas of the GPs purpose - to 
treat physical illness.
This questions the appropriateness of illness cognitions when the layperson does not 
perceive their difficulties within an illness context. The difference between formal 
diagnosis of depression and general distress has been studied (Shaw & Middleton, 
2001). They suggest that if distress is not an illness it can be unhelpful to describe it as 
such since it can lead to unrealistic patient expectations, abnormal illness behaviours, 
and drain upon health resources. As many problems are socially based, primary care 
may be unnecessarily medicalising socially based problems.
In summary, prior to their help seeking, participants did attempt to make some 
meaning of their experience. These meanings however are not couched within an 
‘illness’ context and so Leventhal’s model seems to be a less pertinent 
conceptualization for people in this stage of their experiences.
10.2 Help seeking behaviour (causes)
All participants reported that the idea to visit their GP came from a significant other 
and prior to this many were trying various self-help strategies. E.g. Sarah visited her
208
Research Dossier
pharmacy for treatment, believing her difficulties to have a physical cause. Ruth had 
tried discussing her difficulties, which she attributed to relationship problems and 
work stress. However, at this stage, none of the participants had the intention of 
visiting their GP. Even Linda, who had previously received medication and 
psychological treatment for depression, relied on the influence of her husband to 
approach her GP. This highlights the significance of social influence in help seeking 
behaviour. It also begs the question of what happens to those people who do not have 
social support or have withdrawn from social contact due to their depression.
There has been some research into relatives’ beliefs about mental illness. Most of this 
work has focused on the attributions made of the patient’s symptoms. Attribution 
appraisals are thought to play a key role in the relative’s emotional and behavioural 
reactions. It is suggested that anger is associated with beliefs that people can control 
their behaviour, pity to beliefs that they cannot control their behaviour and guilt to 
beliefs about personal responsibility (Weiner, 1988). However, through lack of 
research, it is not clear which beliefs held by relatives are significant and exactly what 
role they play. Further research is necessary to investigate the illness beliefs of 
relatives, such as beliefs about treatment and beliefs about the timeline and 
consequences of the behaviour for their own lives and that of their relative (Lobban, 
Barrowclough, & Jones, 2003).
This may be a useful direction for future research given the intrinsic role significant 
others can play in help seeking.
10.3 Consequences of help seeking (ambivalence)
The decision to approach a GP for help with their difficulties seemed to produce 
significant cognitive changes, placing them within a professional context. Only at this 
point are negative assumptions around the stigma of depression and its treatment 
aroused. These thoughts evoked fear and negative anticipation but did not seem to 
alter peoples’ perceptions of the consequences to their symptoms or clarify ideas 
about their cause. At the same time it was common for people to feel a sense of relief 
and hope at taking some action. Therefore, the decision to seek professional help
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creates a sense of ambivalence. This is resolved when participants are prepared to 
take a risk. Their preparedness related to their desire to change.
10.4 Changing context of the problem
There was great variation in the depth of the enquiry from the GP. This ranged from 
not discussing symptoms at all (Steven) to a thorough enquiry into symptoms 
accompanied by an explanation of how they fitted into a model of depression (Jackie). 
In most of the partieipants’ consultations, the GP provided information or a treatment 
decision that changed the context of peoples’ difficulties. This was through 
diagnosing (labeling) depression and recommending medication / counselling.
The labeling of depression in primary care is a complex issue. Firstly, from the data, 
it is clear that until participants consider their difficulties within a clinical context, 
such as suggesting they visit their GP, they do not tend to give the ‘problems in their 
lives’ a label. Seeondly, the GP is presented with an array of information in various 
presentations that often do not obviously fit any partieular label. GPs also have 
beliefs about depression and its treatment.
Labeling provides both negative and positive responses. Labeling mental illness has 
always been eontroversial. Social constructivists believe that labels should be rejected 
or deconstructed because they are the tools of external control. This is particularly 
interesting in the context of psychologieal treatment, where the aim of the 
psychologist is precisely to deconstruct the label of depression e.g. eliciting personal 
meanings to ereate an idiosyncratic fonnulation of people’s experience. ‘Labeling’ 
theory is based on the premise that the notion of ‘deviance’ is controlled by society. 
Fundamental to this theory is that deviance is a relative condition putting distance 
between the self and that considered the norm. Szasz stated that ‘mental illness is just 
a name for people who have problems in their lives’ (Szasz, 1961). He believed that 
all illnesses, whether physical or psychological, essentially represent a deviation from 
the norm and therefore a threat to personal identity.
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A sense of stigma invariably accompanied the labeling of depression. Stigma 
traditionally refers to the presence of bodily signs that exposed something bad about 
the moral status of the individual (Gofhnan, 1963). More recently, the term has been 
expanded to explain the different consequences of an illness / condition (Prior, Wood, 
Lewis, and Pill, 2003). Firstly, there are eonsequenees for personal identity as 
illustrated above with reference to labeling theory. Secondly, there are social 
consequences of stigma that lead to discriminatory behaviour.
When placed in a professional context, participants reported a sense of shame. The 
threat to personal identity relates to the discrepancy between the participant’s idea of 
themselves and the eontrasting image of themselves as not coping and needing help. 
Dingwall suggests that the process of deciding whether symptoms warrant medieal 
attention is whether the situation interferes with the maintenance of identity as a 
normal person (Dingwall, 1976). Having decided to seek professional help, 
participants used language such as 'pathetic' (Linda), and 'freak' (Dave) to express 
their identity in the elinical situation. This reflected their feelings of abnormality.
Many participants reported anticipated social consequences of stigma. Samantha felt 
that people would "avoid' her. Shouvik thought people would think he was "mentally 
disturbed' if they knew he was being treated for depression. Ruth described the 
anticipation of being disadvantaged at work because of a diagnosis of depression.
The data demonstrates that perceived stigma is a signifieant issue once problems are 
placed within a professional context. This is consistent with findings that the effect of 
stigma is greater when treatment is initiated and patients must face the reality of 
receiving mental health treatment (Link, Struening, Cullen, Shrout, & Dohrenwend, 
1989). Perceived stigma affects use of mental health services and treatment adherenee 
within primary care (Sirey, Bruce, Alexpoulos, Perlick, Raue, Friedman, & Meyers, 
2001). For example, anticipated benefits of treatment must outweigh the perceived 
social costs of treatment. Therefore, perceived stigma is a useful target for 
intervention to increase treatment adherence and outcomes of depression.
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Labeling also gave some perceived benefits. In some instances, labeling provided 
direction of treatment and some containment and relief-
"it gives you a space, a point o f where you are and how to solve the problem and how 
to manage it, I  think it’s more for the better” . (Shouvik)
Labeling was most meaningful when integrated into the participant’s experience. 
Jackie was given information about depression that seemed to bridge the gap between 
her perspective and a professional one. Patients given a more psychologieal 
interpretation of their difficulties along with the label of depression made a direct 
connection between their experience and the mechanisms of depression. (Ruth and 
Sarah). This also provided a more collaborative and applied explanation of their 
difficulties, relying less on a process of diagnosis.
10.41 Medication
The introduction of medication as a treatment option elicited mixed responses from 
participants. It has been suggested that adherence to medication for affective 
disorders is related to attitudes and beliefs about medication rather than the diagnosis 
or perceived cause of difficulties (Seott & Pope, 2002). For example, patients do not 
need to believe in a biological model of depression before seeing their GP to show 
response to antidepressants (Sullivan, Raton, Russo, Frank, Barrett, Oxman, & 
Williams, 2003). For some (e.g. Samantha) the prospect of medication introduced a 
notion that their difficulties were physically treatable / controllable which provided 
relief.
It has been reported that patients are less likely to adhere to medication if they see 
their difficulties as caused by relationship problems (Brown, Dunbar-Jacob, 
Palenchar, Kelleher, Bruehlman, Sereika & Thase, 2001). Ruth illustrates this well -
“/  said no, that’s not the answer I  just need some time to get my head together”. 
(Ruth)
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A match between lay and professional attitudes is difficult due to peoples’ negative 
thoughts and assumptions about treatment. Concerns were expressed about the lack of 
understanding of medication and the perceived addictive and diseontinuation effects. 
These coneems were generally pereeived as not addressed within the eonsultation. 
The GP is ideally positioned to correct misconceptions about the nature of depression 
and its treatment, partieularly with antidepressants. This is likely to increase treatment 
adherence.
10.42 Counselling treatment
Participants gave varied responses to the prospect of counselling. Perceptions of how 
counselling would help ranged from an opportunity to talk to changing thinking 
patterns and learning new skills. Samantha and Steven both expressed eoncem about 
not knowing what counselling would involve. This created anticipatory anxiety.
The referral itself seemed to provide a sense of hope and relief. However, the long 
waiting time eame as both a surprise and a disappointment.
10.5 Consequences
Generally participants reported no symptomatic improvement following the GP 
consultation. There was a eonsensus among partieipants placed on a long waiting list 
that their symptoms were worsening as a result. Participants given information by the 
GP reported in increase in their confidenee.
Participants gave a eonsistent account of the positive social consequences of their help 
seeking, suggesting that this had positive effects on their relationships. However, 
some participants remained with a sense of social stigma because of the label or 
treatment they had been given.
This shows GP consultations not only shape peoples’ illness eognitions. In terms of 
Leventhal’s model useful health beliefs were those that gave a meaningful and agreed 
identity to problems. This clarity provided containment and relief. The introduction 
of medication / counselling treatment constructed beliefs about controllability.
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Conversely, a mismatch between lay and professional perspectives created unhelpful 
health beliefs. This occurred when participants did not agree with their diagnosis / 
treatment or retained negative assumptions and perceptions of stigma. Long waiting 
times for psychological treatment also distressed participants, particularly when they 
lacked information about treatment or any form of help whilst they were waiting. 
This prevented them from creating helpful beliefs about controllability, consequences 
and timeline.
It has been found that illness related cognitions are related to behaviour and in 
particular self-help strategies. The degree to which patients use active coping skills 
reflects the degree to which they considered their symptoms controllable and what 
they perceived as the negative consequences of their symptoms (Brown, Dunbar- 
Jacob, Palenchar, Kelleher, Bruehlman, Sereika & Thase 2001).
The analysis of this data has provided clinically useful information concerning the 
factors important in creating useful health beliefs and those that act as barriers to 
treatment.
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11 ILLNESS MODELS 
11.1 Leventhal’s self-regulatoiy model
Leventhal’s model is useful in providing structure to understand peoples’ illness 
cognitions. From the data it seems that information giving, the labeling of people’s 
difficulties and the treatment options discussed serve to help construct and develop 
illness related eognitions. However, this study fails to demonstrate that people have 
illness related cognitions prior to their anticipation of or contact with health services. 
This questions whether it makes sense to talk of participants’ initial experiences in an 
illness eontext.
The analysis of the data tracks cognitive and behavioural changes in individuals from 
their initial experiences through to their accessing counselling. Leventhal’s model is 
helpful in identifying how health services can be influential in developing and creating 
health beliefs, particularly in terms of symptom perception and help seeking 
behaviour. Some health beliefs are conducive to adherence to professional treatment 
and self-help strategies, whereas others act as barriers to treatment. However, this is 
not the whole picture. Access to counselling is a process that begins with peoples’ 
initial experience and is influenced both positively and negatively by internal and 
external events. It is eharacterized by cognitive and behavioural change over time. 
These changes transcend the illness context. Therefore, Leventhal’s model is limited 
in its eharacterization of the whole process from initial experience of symptoms to the 
point of referral.
11.2 The transtheoretical model of change
The application of the model of change to the process of help seeking provided a 
useful interpretation of the data and one that can direct interventions to effect change. 
Both internal process, such as the construction and development of illness related 
cognitions, and external processes, such as social influence are accounted for as a 
process over time. This model consists of three organizing constructs: the stages of
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change (illustrated with reference to the results of the analysis above), processes of 
change, and levels of change (DiClemente & Prochaska, 1998).
11.21 Processes of change
Processes that facilitate movement through the stages of change have been identified 
(DiClemente & Prochaska, 1998). Some of these proeesses are internally mediated 
factors associated with an individual’s emotions, values and eognitions (Cassidy, 
1997).
These include the following:
Consciousness raising - individuals increase their level of awareness by seeking new 
information and gaining an understanding of the problem. From the data partieipants 
do not have a clear understanding of their experiences. This is one reason why they 
are prevented from help seeking. Raising awareness that their ‘problems in living’ are 
amenable to treatment and providing information about how to access and decide 
which treatment would best suit their needs will promote active help seeking.
Dramatic relief - individuals express feelings about their problems. Participants had 
limited opportunity to express themselves to their GP due to short consultation times. 
This was further compromised by their perceived stigma of mental illness and 
negative antieipation of treatment. Exploration of patients’ feelings about their 
problems is a possible opportunity to enhance dramatic relief and address potential 
barriers to care.
Self-reevaluation -  individuals assess how they feel and think about themselves in 
relationship to the problem. For example, some participants described a very negative 
and critieal self-view because of their difficulties. However, this view was amenable 
to change particularly when framed in a meaningful and non-judgmental manner. For 
example, Ruth assessed herself as unable to cope which created distress and a threat to 
personal identity. However, her GP suggested an explanation which challenged her 
self-evaluation and which gave some relief -
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"Depression tells you a terrible lie that you’ll always feel bad. I t’s a disease that lies 
to you. But that’s not the case, it’s more like a cold and it will get better. That helped 
a W .  (Ruth)
Other processes are behavioural and operate at later stages of change within the 
model:
Counter conditioning - substituting alternatives for problem behaviours e.g. using 
medication to cope with unpleasant emotions.
Helping relationships - those that provide trust, acceptance, and support. The GP is 
in a position to provide this within the consultation.
Self-liberation - individuals’ belief in their ability to change. In this study, this refers 
to the understanding and adherence to treatment. A clear understanding of the 
individual’s rationale for their treatment of depression will aid this process. 
Cognitions about eonsequenees to symptoms and controllability, arising from an 
agreed and understood treatment, are more likely to result in active coping skills.
There is a match between the stage that the patient is in and the intervention used. For 
example, individuals in the contemplation stage would be most open to the cognitive 
interventions of consciousness raising, dramatic relief and self-liberation. In the 
action stages, behavioural interventions of counter conditioning, helping relationships, 
and self-liberation are the most helpful (Prochaska & DiClemente, 1983). Clinical 
implications are discussed in section 12 below.
11.22 Levels of change
Individuals often have multiple problems that may overlap. This is certainly the case 
for depressed patients presenting in primary care and is a reason for depression being 
under-diagnosed. The model of change also incorporates different levels of change in 
order to incorporate the complexity of problems. These are: symptoms of the 
problem, maladaptive eognitions, interpersonal problems, family / systems problems 
and interpersonal conflict. It is suggested that understanding the life context in which
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problems occur increases the probability that treatment plans fit patients’ overall 
needs (DiClemente and Scott, 1997). Implications for clinical interviewing are 
discussed in section 12.1 below.
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12 CLINICAL IMPLICATIONS
This study has highlighted factors that facilitate the process of help seeking and those 
that act as barriers to care. Incorporated within the model of change, these factors are 
shown to influenee the patient’s decision-making, risk taking, construction of illness 
beliefs and adherence to treatment. These are summarized in Table 2 below.
Facilitating Factors Barriers to Care
1. Social influence
2. Information about 
depression/medication/ counselling
3. Correction of misperceptions of 
counselling/medication
4. Health beliefs about controllability 
of depression
5. Changed perceptions of stigma
6. Short waiting time
1. Mismatch between lay & 
professional perspectives
2. Long waiting time for treatment
3. Lack of information about 
depression/medication/counselling
4. Unhelpful labelling
5. Remaining mispereeptions of 
counselling/medication.
6. Remaining perceptions of stigma
Table 2. Influential factors of help seeking
The implications of these factors are discussed with reference to clinical interview 
techniques and models of care.
12.1 Interviewing techniques
According to the data, the GP consultation is an arena where health related beliefs are 
constructed. It is also an opportunity to give information, explore and correct 
misperceptions of depression, its treatment and perceived stigma. The demands on 
GPs are high and they are highly time constrained. It is unrealistic to expect this 
situation to change. The question is -  “How can GPs maximize the efficiency of their 
consultations to facilitate behavioural change in their patients, and minimize potential 
barriers to care?”
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12.2 Motivational Interviewing
Motivational Interviewing (MI) is a framework that can help facilitate movement 
through the stages of change (Miller and Rollnick, 1991). The role of the GP within 
this framework is to assist patients towards a state of action that leads to improved 
health status outcomes. A mutually agreed treatment plan, acceptable to the patient 
and fitting within medical parameters, is more likely to be attained. MI consists of 
two phases: building therapeutic rapport and commitment, facilitating movement 
through decisional analysis and behaviour change. MI is a process based on input by 
both parties.
The main principles of MI are described below:
1. Express Empathy.
Acceptance and understanding facilitate change. Many of the participants reported 
anxieties that their difficulties would not be validated by the GP. This resulted in 
feelings of embarrassment and awkwardness. It is therefore essential that the GP is 
aware of the emotional costs of disclosing emotional problems and responds 
empathieally. It is also important for the GP to be prepared for ambivalenee about 
treatment for depression. This is due to the anticipated stigma associated with the 
diagnosis and treatment of depression, which patients encounter when their problems 
are placed within a medical context. Acceptanee also refers to the understanding of 
patients’ life contexts. Exploration of the ‘levels of change’ will facilitate an accurate 
understanding. This is particularly pertinent in the areas of maladaptive cognitions 
and interpersonal confliet. For example maladaptive cognitions about the nature of 
depression or treatment remaining after the consultation will increase the probability 
of non-adherence.
Interpersonal conflict is likely to occur when there is discrepancy between patients’ 
idea of themselves and the idea that they are unable to cope. This challenges their 
self-identity. The data also revealed a further conflict between patients’ lay 
perceptions of ‘problems of living’ and a professional perception of depression. 
Exploration of these conflicts by the GP will increase the probability that ambivalence
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is resolved towards behaviour change and acceptance of treatment. Psycho-education 
can also aid the integration between lay and professional perspectives, thereby 
providing an opportunity for self-reevaluation and consciousness-raising.
2. Develop discrepancies
Patients moving along the continuum of change need amplification of the discrepancy 
between the costs and benefits of ehange. For example, exploring and challenging 
perceptions of stigma is likely to decrease the costs of accepting treatment. 
Information about the efficacy of medication and counselling treatment is likely to 
increase the perceived benefits of accepting treatment.
3. Avoid argumentation
Argumentation is more likely within the GP-patient relationship when unhelpful labels 
are applied to problems. For example, Ruth’s GP met with resistance when he 
suggested medication -
“He said you ’re depressed and you need medication. I  said no that’s not the answer I  
just need some time to get my head together ”. (Ruth)
4. Roll with Resistance
This refers to working collaboratively with the patient towards mutually negotiated 
solutions. If the GP suggests and explores treatment options rather than imposing 
them, the patient is more likely to find them acceptable. This will also provide an 
opportunity for patients to vocalize any coneems around particular treatment options, 
which if left unrecognized may lead to non-adherence.
5. Support self-efficacy
Patients’ sense of self-efficacy will be improved if they have hope in the treatment 
offered to them. This will further improved by having information about what 
treatments involve and how this relates to their desired outcomes. Responsibility in 
patients’ choice of treatment also improves their self-efficacy.
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These principles relate to the consultation style, which may maximize patients’ 
internal resources for change and provide opportunities to minimize barriers to care. 
Were GPs to apply such techniques it would require training initiatives and future 
research to examine their effectiveness.
12.3 Models of Care
12.31 Primary Care Mental Health Workers
The NHS Plan (Department of Health, 2000) highlighted the need for extra resource 
for primary care mental health services, so new primary care mental health workers 
have been recruited. These new posts, filled mainly by psychology graduates, aim to 
help GPs manage and treat patients with common mental health problems such as 
anxiety and depression. Their role in primary mental health care was concerned with 
patients who presented to the GP with eommon mental health problems. They 
provided the option of talking to a mental health worker - an opportunity for patients 
to discuss their difficulties in more depth. P sy cho - education was offered along with 
self-help strategies and information on other relevant resources. This oeeurred within 
a few days of their GP appointment in the familiar surroundings of the GP’s surgery. 
Clinical psychologists provided clinical supervision. The feedback on this was 
positive from both GPs and service users (Bains & Shah, 2004).
The functions of primary care mental health workers can be interpreted within the 
stages of change model. Specifically it is proposed that they can facilitate the process 
of change (DiClemente & Prochaska, 1998).
Firstly, although not themselves counselors or therapists, mental health workers 
provide an opportunity for patients to talk in more detail about their difficulties. This 
provides ‘dramatie relief i.e. patients discuss both their problems and their feelings 
about them.
Secondly, information giving and psycho-education promote ‘consciousness-raising’. 
Patients have an opportunity to develop clearer understanding of their difficulties and
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what treatment entails. This is also a further opportunity to explore and correct 
perceptions of stigma or any misperceptions about subsequent treatment, thereby 
facilitating the patient’s self-reevaluation. It has been reported that patients modify 
their illness beliefs during GP consultations but revert to their original beliefs within 
the typical waiting list time of four months (Hunt, Jordan, & Irwin, 1989). 
Consolidation of new information and the correction of misperceptions are likely to 
link the patient’s mental health problems and treatment in a more meaningful way. 
The introduction of self-help strategies can increase the patient’s sense of control over 
their symptoms and thereby ereate self-liberation. This also relates to the proeess of 
eounter-conditioning, where patients leam new eoping skills.
Finally, patients have increased exposure to ‘helping relationships’. Primary care 
mental health workers can extend trust, acceptance and support to patients. Although 
they are not delivering ‘therapy’, they will be modeling a therapeutic relationship. 
This may act as a useful forerunner to their future relationship with the psychologist.
Clearly, this is an area where further research is necessary to evaluate the 
effectiveness of interventions in terms of patient and GP satisfaction and more 
importantly in relation to outcome of and adherence to future treatment. The model of 
change ean give clinically useful explanations of why such interventions may be 
effective.
12.32 Stepped Care
The rationale for a model of stepped care for primary care patients (Howells & Law, 
2001) is as follows:
1) Emotional problems are caused by societal end environmental factors as much as 
individual pathology.
2) Waiting lists produce chronieity whieh in turn lengthens waiting lists and can act 
as a barrier to care.
3) There is no reliable way of distinguishing patients who benefit from brief input 
from those needing more intensive support.
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The service model is based upon a three-tier approach to management. Patients move 
through the tiers depending on their need. The GP refers patients with emotional 
problems to the psychology team. Patients are contacted within two weeks and are 
responsible for making an appointment. The first tier is a minimal intervention of 1-2 
sessions, introducing self-help literature and teaching coping skills. Patients whose 
problems persist are referred to the second tier. This involves group sessions, 
behavioural programmes and occasional one to one sessions. The third tier involves 
more intensive individual work and long-term group support. Primary care mental 
health workers are involved in running interventions on all tiers.
Evaluation of this service showed that the majority of patients referred suffered from 
anxiety and depression. Referrals to secondary services the number of annual GP 
appointments were reduced. Measures of outcome (General Health questionnaire and 
Beck Depression Inventory) showed improvements.
This model addresses many of the factors identified as barriers to care. Waiting times, 
which caused disappointment and anxiety to the participants, are reduced. It does not 
rely on the GP making diagnostic and treatment decisions with limited opportunity to 
explore and negotiate with the patient. Instead, patients ean bypass the process of 
labelling which in some participants created a strong sense of stigma, though in others 
this was a useful process. There is a strong emphasis on the social context of patients’ 
difficulties, lessening the gap between lay and professional perspectives of problems. 
This can reduce the effects of perceived stigma and also help to integrate patients’ 
perceptions of their problems on referral. There is also a strong collaborative element 
- patients have greater input into and responsibility for the treatment they receive. 
This will heighten their ‘self-liberation’. Finally all interventions are practice-based 
and therefore less stigmatising.
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12.4 Future research
This study has indicated possible areas for future research. The transtheoretical model
of change has been applied to the process of help seeking behaviour, highlighting
various elinical implications:
1) The role of relatives in peoples’ help seeking behaviour seems to be pivotal. 
Exploration of relatives’ illness models may illuminate the mechanisms involved 
in this process.
2) It has been suggested that the principles of motivational interviewing would be 
useful within the GP consultation to maximize patients’ internal resources for 
ehange and provide opportunities to remove barriers to care. Future research 
could examine the viability of such strategies and evaluate their effectiveness.
3) New models of care have been described which capitalize on patients’ motivation 
for ehange. Future research would help to examine the relative efficiency of these 
models.
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CONCLUSION
This qualitative study has investigated service users’ perspectives of the process of 
help seeking within primary care. Factors which facilitate progress to the access of 
treatment for depression and those which act as barriers to care have been identified. 
Both internal and external factors are illustrated as a process over time. Internal 
factors include participant’s initial perceptions of the identity, causes, and 
eonsequences of their distress. Their pereeptions at this stage are characterised by 
confusion and speculation. This study has questioned the validity of referring to 
illness related eognitions before people enter into a medieal eontext. This is 
highlighted by the discrepancy between lay and professional perspeetives of mental 
illness. The external influences such as the suggestion to visit a GP firom concerned 
others seemed to be a vital factor in all participants’ help seeking.
The introduction of a medical context to participant’s difficulties brought about 
cognitive ehanges. These were charaeterised on one hand by perceptions of stigma of 
depression and its treatment and on the other by a desire for change and a relief at 
taking positive action. It has been demonstrated that the GP consultation influences 
the eonstruetion of illness related beliefs. Helpful illness related beliefs were 
eonstructed when the GP effectively bridged the gap between lay and professional 
attitudes to depression. This occurred when meaningful and aeceptable diagnoses / 
labels were given, information was provided about depression and its treatment, and 
perceptions of stigma were addressed. Conversely, unhelpful illness cognitions were 
influenced by unacceptable labels and treatment options and remaining perceptions of 
stigma.
It has been proposed that the transtheoretieal model of change provides a clinically 
useful framework to conceptualise patients’ progress in their help seeking, from initial 
experience of symptoms to being put on a waiting list for counselling. Intervention 
strategies have been identified from the model of change, which may facilitate 
movement through the transitions. For example, the use of motivational interviewing 
within GP consultations has been discussed as a means of maximising the construction 
of helpful illness cognitions. This may enhance the accurate detection and appropriate
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treatment for depression in primary care. The model of change has also provided a 
useful framework to explore the benefits of existing models of care.
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APPENDICIES 
APPENDIX 1 -  INFORMATION SHEET
(Headed Paper)
INFORMATION SHEET
The purpose of this study is to find out what people think about depression and of 
their experiences of General Practitioner (G.P.) consultation when they go for help. 
This project is part of a larger study carried out by the Battersea Researeh Group 
‘Listening to Serviee User’s Views of Counselling for Depression’.
We are interested in what happens to people when they are under stress and in 
particular what thoughts they have about symptoms of depression. We are also 
interested in people’s experience of going to the GP and what difference this makes to 
their thoughts about depression.
We are interviewing people who have been to the GP in these circumstances and who 
are now on a waiting list for counselling treatment. Your agreement to participate in 
this study will have no influence the treatment that you are going to receive. If you 
are interested in taking part in this study you will be contacted in the next few weeks 
to arrange an interview time. The interview will take approximately 45 minutes. 
With your consent the interview will be tape-recorded and transcribed. The recording 
will be securely stored and destroyed after transcription. The transcription will then 
be anonymised and all of our conversation will remain confidential. It will be 
possible for you to withdraw from the study at any time. If you would like to see a 
copy of our results, I can make this available for you.
If you have any queries that have not been addressed in the information above, I will 
be happy to discuss these with you at any time before, during, or after the interview.
Thank you very much for your time and help in conducting this research
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APPENDIX 2 -  PATIENT CONSENT FORM
(Headed Paper)
CONSENT FORM 
SERVICE USERS PERCEPTIONS
I agree to participate in the researeh investigating service users’ perceptions of 
symptoms of depression and experienee of initial GP consultation. I understand that 
partieipation will mean giving eonsent for the interview to be tape-recorded, 
transcribed and analysed by the researcher conducting the research. I also understand 
that this information will remain confidential but will be included in an anonymised 
form in a written report.
Signature of participant 
Name of participant (CAPITALS) 
Signature of interviewer 
Name of interviewer 
Date
Thank you very much for your time and help in conducting this research
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APPENDIX 3 -  ETHICS COMMITTEE LETTERSOF APPROVAL
UniS
Ethics Committee
26 November 2003 
Ms Fiona Lewis
Dear Ms Lewis
An exploratory study into serv ice-users percep tions of sym ptom s of depression  and 
experience of their Initial GP consultation w ho are  on a waiting list for counselling 
trea tm en t for depression fEC/2003/123/Psvch) - FAST TRACK
I am writing to inform you that the University Ethics Committee has considered the above 
protocol under its ‘Fast Track’ procedure, and has approved it on the understanding that 
the Ethical Guidelines for Teaching and Research are observed. For your information, and 
future reference, these Guidelines can be downloaded from the Committee’s website at 
http://www.surrey.ac.uk/Surrey/ACE/.
This letter of approval relates only to the study specified in your research protocol 
(EC/2003/123/Psych) - Fast Track. The Committee should be notified of any changes to 
the proposal, any adverse reactions and if the study is terminated earlier than expected, 
with reasons.
Date of approval by the Ethics Committee: 26 November 2003
Date of expiry of approval by the Ethics Committee: 25 November 2008
Please inform me when the research has been completed.
Yours sincerely
Catherine Ashbee (Mrs)
Secretary, University Ethics Committee 
Registry
cc: Professor T Desombre, Chairman, Ethics Committee 
Dr V Vidaiaki, Supervisor, Dept of Psychology
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St George's Healthcare
NHS Trust
W andsw orth  Local R esearch  E thics Com m ittee st George's Hospital
Floor Grosvenor Wing Tendon
Our Ref: CH/rw/02.42,10
28th May 2002
Dr Antonia Bifulco www.st-georges.org.uk
Senior Researcher & Director
Of the Lifespan Research Group
Battersea Research Group
Bolingbrook Hospital
WakehurstRoad
Dear Dr Bifulco
Re: Listening to  Service-Users views of counselling for depression. -  02.42.10
The Local Research Ethics Committee of 22”* May 2002 considered the above study at Hs recent 
meeting. It was fett that the study was a questionnaire based enquiry into patients experiences of 
various pathways into counselling and as such did not strictly fali within the remit of the Committee but 
that no ethical issues were raised by the study.
Yours sincerely
Please Note: All researcJi should be conducted in accordance with the guidelines of the Ethical Committee; the
reference number allocated to the project should be used in all correspondence with the Committee and 
the Comrruttee should be Informed:
(a) When the project is complete.
(b) what stage the project is at one year from today's date.
(c) If any alterations are made to the treatment or protocol which might have affected ethical approval 
being granted.
(d) ail investigators whose projects have been approved by this Committee are required to report at 
once any adverse experience affecting subjects in the study and a t the same time state the current 
total numtjer of Serious Adverse Events that have occurred.
St George's Healthcare NHS Trust Incorporating; St G eorge's Hospital, Atkinson Morley’s Hospital, Bolingbrokc Hospital 
Chairman: Catherine McLoughlin CBE Chief Executive: Ian Hamilton
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Wandsworth
Primary Care Trust
Dr Antonia Bifulco
Dear Dr Bifulco
Re: Wandsworth PCT research approval
‘Listening to the views of service users and providers for counselling 
services for depression/ emotional distress’ Ref: 03/06 ERG
Thank you for submitting project registration and approval information for the 
above study.
Your documentation was submitted to the R&D Committee on 8**’ Septem ber 
2003 and I have pleasure In informing you that all the appropriate information 
was received and that your study has been approved.
The details of your study will be included in our research database. For 
research governance and management purposes we will require you to 
forward copies of any annual and final reports, abstracts and publications to 
the R&D Committee. These should be sent to Wandsworth PCT R&D 
Committee, do  Amy Scammell, Research Manager, Battersea Research 
Group, Bolingbroke Hospital, Wakehurst Road, London. SW11 6HN.
I would like to wish you every success with your study.
Yours Sincerely
Dr Andrew Neil 
Chair
Wandsworth PCT R&D Committee
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Centre Number: 
Study Number:
O ctober 1 ,2003
Battersea Research Group
Bolingbroke Hospital, London SW11 6HN 
Tel: 020 7223 4222 
Fax: 020 7223 4222
E-mailamy@brg123.net 
Web: www.doh.gov.uk/brg
BRG are  currently conducting a  research  project entitled ’ Listening to service-users and  
service-providers views on counseiling fo r depression’ in W andsworth primary and voluntary 
care  counselling services. This project h a s  received relevant ethical permission, R&D approval 
from South W est London and St. G eorge’s  Mental Health Trust and W andsworth PCT.
BRG h a s  agreed that Fiona Lowis, trainee clinical psychologist a t Surrey University, can be part of 
the research  team  and participate in the study. This will facilitate her undertaking a  research  project 
for her clinical psychology training. She will have responsibility for designing her research 
com ponent and collecting sep ara te  data, but this will fall within the  general research  organization 
and service contact provided by BRG. S he  will have publication rights over her section of the data 
only, but is welcome to be an active participant in the analysis and publication of the overall project 
undertaken by BRG. The main project may make reference to her sub-study in publication,
The study is being led by Dr. Antonia Bifulco (Royal Holloway, University of London) and Amy 
Scammell (BRG). In addition Vicki Vidaiaki (consultant clinical psychologist, Springfield University 
Hospital and Surrey University) will act in a  supervisory role and a s  a research  team  member.
Antonia Bifulco Amy Scammèll
Senior R esearcher R esearch M anager and R esearch  Governance Lead
Royal Holloway, University of London BRG
&BRG
Battersea Research Group is a  comparty limited by guarantee, registered in England and Wales, registeivd number 3792718 and  
a registered charity, registered number 10853^Q\
A ffiliated Practices: Lavender Hill Group Practice, Bridge lane Group Practice, Falcon Road Medical Centiv, Thurlcigh Road, 
Oueenstown Road.
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APPENDIX 4 - STAGE ONE OF THE ANALYSIS 
Preliminary emerging themes and eoneepts
Emotional (upset, crying)
Volatile behaviour 
Symptoms fluctuating 
Loosing control 
Affecting relationships 
Concerned others 
External influence 
Causes of symptoms 
Unsettled childhood 
Life changes 
Independence 
Control 
Happiness 
Anger
Changeable/unpredictable symptoms
Social context
Confidence
Pervasiveness of symptoms
Frustration
Hopelessness
Self pity
Isolation
Uncertainty
Personal responsibility
Blame
Consequences of symptoms 
Permanency of symptoms 
Beyond help
Not knowing how to help 
Uncertain future 
Problems are long term 
Try to keep going 
No solution
Inconsistency of experiences 
Difficult to talk 
Talking doesn’t help 
Burden
Redundancy of naming problem 
Underplaying/overplaying of symptoms 
Mismatch of lay and professional perspective 
Lack of awareness of severity of problem 
Permission to go to GP
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Stigma of labelling
Stigma of mental health system
Personal weakness/inadequacy
Comparison of self to others
Label of depression exaggerates symptoms
Label of depression takes away hope
Permanency of label
Susceptibility to other problems of depression 
Avoidance of fears
Blocking solutions/advice from others 
Permission to visit GP 
GP will lessen burden for others 
GP is the last resort 
Need for change
Nervousness about GP consultation
Unfamiliarity with GP
Difficulty communicating with GP
GP will make assumptions
Using chance of help
F ears of humiliation/invalidation
GP appreciation of the problem
GP listening/understanding/reassurance
Expectation
Benefits of talking to GP
Counselling better than medication
Counselling is a relief
Talking makes things clearer
Positive effects of help seeking
Labelling not significant
New perspectives of counselling
No label-no stigma
Waiting time
Frustration
Upset
Powerlessness
Hope
Motivation to change 
Feeling stuck 
No self-help strategies 
Counselling is the unknown 
New situation
Counselling is a long process 
Counselling is empowering 
Interview -  Talking gives clarity
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APPENDIX 5 -STAGE TWO OF THE ANALYSIS
Looking for connections-the development of themes and sub-themes and providing 
linkage and structure.
Perceptions of the problem
Problem symptoms (Emotions/Cognitive/Somatic)
Problems causes & Attributions (Childhood issues/ Life stressors/Physical 
causes)
Social implications of problem (Work suffering/Relationship strain/Social 
withdrawal)
Symptoms Fluctuating (Volatile emotions and behaviour/Cyclical pattern to 
long term problems)
Difficulties in naming problem (Not naming problem at all/Not using term 
depression/Rejecting term depression)
Consequences of symptoms (Things getting worse/Undefined 
consequences/Problem seems out of control)
Influences of help-seeking
Influences from concerned others (Mother/Daughter/Husband) 
Suggestion to see GP 
Suggestion to seek counselling 
Motivation to change 
Last resort/Nothing to loose 
Willingness to take a risk
Consequences of help seeking
■ Positive effects of help seeking (Positive first step/Empowerment/Hope/Pro- 
active)
■ Negative effects of help seeking
■ Perceived stigma about depression (Mental illness/Personal weakness/Feelings 
of abnormality/Threats to personal identity)
■ Perceived stigma about medication (Addictive/Unpleasant side 
effects/Medication not addressing the problem)
■ Perceived negative attributions from GP (Humiliating/Dismissive/Invalidating)
■ Perceived mismatch between lay and professional perspectives of problems
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Problems in a new context
■ Difficulties of communicating with GP (Perceived stigma-shame)
■ Ease of communicating with GP 
(Listening/UnderstandingW alidating/Empathy)
■ Matching of perspectives (Information on depression, medication, 
Counselling/Matching patient experiences to information)
■ Mismatching of perspectives (Lack of information about depression, 
medication, counselling/ GP attributions)
■ New ideas about treatability (Hope/ Reassurance/Talking will help/Medication 
will help)
Consequences of GP consultation
Consequences to symptoms (Symptoms improving/No change to 
symptoms/Symptoms worsening)
Consequences of long waiting time for counselling treatment 
(Frustration/Anger/Surprise/Disappointment)
Negative perceptions of counselling (Fear of the unknown/ Perceived stigma) 
Positive perceptions of counselling (Hope/Talking will 
help/Relief/Excitement)
Social consequences of help seeking (Positive feed back and relief expressed 
by concerned others)
Remaining perceptions of stigma (Keeping treatment for depression 
private/misconceptions about counselling/medication/Consequences of having 
label of depression)
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APPENDIX 6 -  STAGE THREE OF THE ANALYSIS 
Introducing structure into the analysis
The over riding themes have been organised into the three points in time asked about 
in the interview schedule (prior to the GP consultation, during the GP consultation, 
and after the GP consultation) though there is some interlinking of themes.
A. IDENTITY OF THE PROBLEM
Prior to their consultation with the GP, the participant’s problems were characterised 
by the following sub-themes;
1. Problem symptoms
“ Fd go out and just burst into tears in the middle o f the pub for no reason at all sort 
o f thing, just upset or Fd get really angry, my behaviour was quite up and down and 
quite volatile like I  was loosing all grip on life, on my behaviour and the way I  would 
control myself” (p251.12)
2. Perceived Causes of problems
“I  just blamed my parents I  was in this situation, i f  they hadn’t got divorced then I  
wouldn Y be feeling like this. I  suppose I  didn Y want to take responsibility for the way 
I  was. ” (p252.46)
3. Symptoms fluctuating
“It was just like the emotions were you know you’d be sitting around having a
laugh and then for some reason, I  couldn Y even put my finger on it.....just completely 
knocked me off kilter and Fd be in a massive rage and I  wasn Y even aware really o f 
what I  was doing ”(p251.49)
4. Consequences of symptoms
“What i f  I  just carried on as I  was? Um, I  don Y know. It was for so long it just felt 
like that was going to be me forever really ” (p259.3)
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B. HELP SEEKING BEHAVIOUR
1. Causes (Influence from concerned others)
“Then my Mum suggested I  should go to the doctors” (p251.21)
2. Consequences of help seeking (Ambivalence) 
Positive effects
“Once she said about going to the GP, there was no argument there. We were in 
agreement that that was the right way to go. Somebody else saying it, it was like right 
" (p255.42)
Negative effects (Stigma)
“I  don Y want to be labelled as a depressive or as clinically depressed because then 
you ’re like in a system and it stays with you and how long is that name going to be 
associated with you?. ” (p255.2)
3. Risk Taking and the need for change
“I  sort o f saw it as my one chance really and I  was quite keen to make sure I  took that 
chance-properly and made him listen to what I  had to say rather than him dismissing 
me which was also what I  was frightened of. He might laugh at me, well maybe not 
laugh, but maybe just be a bit dismissive o f me o f what I  was saying when it was a 
really big deal to me. ” (p256.28)
CHANGING CONTEXT OF DIFFICULTIES
1. Stigma of depression
“Yeah, whereas before you have a label you just feel a bit down in the dumps like 
you ’re going through a bit o f a bad phase and you ’II come out o f the other end. The 
minute you get a label, is that me forever? I f  someone officially says to you ‘You have 
depression ’ there’s that fear that wow you ’re at this age and you ’re getting these 
sorts o f things now, what chance have I  got in the long term Am I  always going to get 
depressed? Am I  susceptible to post-natal depression, or other depression? There 
was an element o f not wanting to face up to those fears. ” (p255.23)
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2. Anticipated stigma of the GP consultation
“Um, I  was very nervous about gong to see the doctor, it wasn’t a doctor I  knew 
either... (...).. it’s quite difficult to and nerve racking how I  was going to get across my 
point to him without him making assumptions about me. (p256.12, p256.18)
3. Acceptance
“you can’t imagine he understood me as a person but I  think he appreciated the 
problem and in the context o f what was going on ”. (p257.12)
4. Thoughts about treatment
“No not really. His suggestion o f the counselling was good and it sounded much 
better than to stay isolated and just popping a few pills every morning. ” (p257.4)
“Yeah basically yeah. I  don’t have any expectation that someone will make 
everything go away and I  don’t expect it will change quickly either. I  expect it will be 
a long process but I ’d like to get started in that process. ” (p260.29)
5. Thoughts about waiting time
“Um the only thing... I  think it sort o f upset me that I  had to wait. It was like being 
given a key to the door but I  had to wait several months before I  could open it. In one 
hand, he had given me hope when I  left the office, feeling quite elated almost that 
there was hope and a way forward. Having to wait on a waiting list, it was like how 
long do I  have to wait before I  can start dealing with this and getting on with my life. ” 
(p259.21)
CONSEQUENCES OF GP CONSULTATION 
1. Consequences to symptoms
Zoe described an initial feeling of elation because she felt hopeful and perceived a 
“way forward' following her GP consultation. However, this feeling was short lived 
and she experienced no change to her symptoms, and remained feeling isolated with 
her problems.
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“When the elation is gone and you have to go back to work the next day it was really 
back in the doldrums....or when you have the next really emotional time it’s like 
you ’re still dealing with it all on your own. So it didn’t really last very long, that 
positivity”
3. Perceptions of stigma
Zoe unlike some of the other participants did not leave her consultation with 
remaining perceptions of stigma. However, she did find comfort in her problems 
being validated.
“I  didn’t walk away thinking ‘oh my God I ’m depressed’. He may well have used that 
word um I  can’t really remember. I  walked away thinking there is something wrong 
and I  did need some help. ” ( P259.2)
“Yes it did. Ifelt like I  didn’t have a black mark against my name ’Xp259.8)
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APPENDIX 7 -  EXAMPLE TRANSCRIPT
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Name: Zee 
Gender: Female 
Age: 26
Ethnic Group: White British
5
I’m interested in 3 points in time, the first is before you went to the GP. If you can 
cast your mind back, what was happening to you before you first went to see your 
GP?
10 Um, pretty terrible to be honest with you. I  just wasn ’t handling anything at all. 
I ’d go out and just burst into tears in the middle o f the pub for no reason at all sort 
o f thing, just upset or I ’d get really angry, my behaviour was quite up and down 
and quite volatile like I  was loosing all grip on life, on my behaviour and the way I  
would control myself. Um my emotions seemed to be taking control o f me and I  
15 couldn’t do anything to stop them. It was ajfecting my relationship wit my family
and friends so I  just sort o f tried to cut myself off to avoid these sort o f  
embarrassing situations for me and for those people that were around me as wee. 
That’s sort o f been going on for quite a long time. Then my Mum suggested I  
should go to the doctors. That was initially quite frightening to think maybe 
20 there’s something wrong with me. Before I  just put it down to having some bad 
experiences, you know lots o f upheaval as a child and divorced parents and not 
really settling into the world very well. So I  went to the doctors and tried to 
explain what was going on.
25 Can we go back to how things were before you went to the GP. You said your
emotions were really up and down, and you were getting really upset and angry. It 
sounds like you felt you couldn’t control what was happening to you.
Yes I  couldn’t control it, but it was feeling it as well. It was like why am I  being 
30 this way, why is...because at that point it time I ’d just left home and moved away
from my family.
There were a lot of changes for you.
35 Yeah but sort o f for me I  thought quite positive changes. I  mean I  like my 
independence and control over my own life and happiness and not living under 
my mothers roof seemed like quite a positive step for me and I  was doing some 
other positive things as well for myself like education, you know things like that. 
For me it was trying to make these big positive changes in my life but I  was held 
40 back my all these emotions and sort o f anger inside me. Because I  was having to
struggle so hard to get control in my life and I  was angry that I  had to make all
this effort. It was just like the emotions were you know you ’d be sitting around
having a laugh and then for some reason, I  couldn’t even put my finger on 
it....just completely knocked me off kilter and I ’d be in a massive rage and I  
45 wasn’t even aware really o f what I  was doing and just the crying or what have you
and just very low about life and not really equipped to deal with things properly 
and feeling vulnerable really.
So your emotions seemed very up and down, and you described withdrawing from 
50 people. How else was it your relationships with people?
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People were... sort o f got sick o f me. I  hit sick and tired o f my behaviour. They 
thought I  was doing it for attention. So that was another element o f frustration 
and upset with the situation that they didn’t seem to understand what was going 
on. So that’s why it was affecting my relationships but also it affected my 
confidence my ability to sort o f believe that I  could do what I  wanted to do. Every 
time I  tried to do something you know it felt like I  was getting knocked back 
because I  was just so emotional and sort o f deal with things in a sort o f normal, or 
what I  consider to a normal way. So it was like across the board.
It was partly because you thought people didn’t want to be around you because of 
the way you were behaving and also partly because it was knocking your 
confidence you didn’t feel you could..(interrupts)
15 Yeah and then there was also the element o f then self-pity you know that nobody 
else was listening and nobody else was interested. You know and I  was just a 
problem and I  was sort o f left to myself to deal with it.
10
20
It was very isolating. 
Yes definitely.
You mentioned a little bit about having ideas about where it came from, and you 
had an unsettled childhood and some really difficult things to deal with like your 
25 parents getting divorced. Can you tell me a little bit more about why you thought
this was happening to you?
Um I  don’t know really. I  wasn’t sure i f  maybe Ijust was able to deal wnth things. 
I ’d just left home and I  couldn’t really deal with the whole world really. That was 
30 quite overwhelming. But really I  just put it down to... I  just blamed my parents I
was in this situation, i f  they hadn’t got divorced then I  wouldn’t be feeling like this. 
I  suppose I  didn’t want to take responsibility for the way I  was.
So you blamed it on your parents, but also you had a lot of change and different 
35 things to deal with and it made you think that you couldn’t’ cope with those
changes.
Yeah definitely.
40 What did you think would happen to you?
What i f  Ijust carried on as I  was? Um, I  don’t know. It was for so long it just felt 
like that was going to be me forever really. I  didn’t think that anyone could really 
do anything. It was up to me to sort it out but I  didn’t know how to sort it out. You 
45 know other that to not drink that was one way o f keeping control o f my emotions
and my behaviour so that seemed to be sometimes a catalyst. But no I  didn’t really 
know what would happen.
You didn’t have a clear idea of what would happen, but it was something you had 
50 to sort out?
252
10
Research Dossier
Yeah and I  thought there’s not going to he a quick fix solution.
One way you were trying to deal with it was not drinking because that acted as a 
catalyst. What other things were you doing to try to help yourself at that point?
Um, just trying to get on with each day and trying not automatically assume that it 
was going to be a horrible day, you know a bad day. Try to keep myself going 
basically.
Sort of grit your teeth and get on with it?
Yes basically, yes because there was no quick fix solution and I  didn’t know what 
else to do but you know maybe it will get better over time and it won’t be like it is 
15 now, but there wasn’t an guarantees o f that so it was just keep trying with my 
college work and trying to study hard and trying to get a sense o f achievement, but 
by the same token it was all just pressure on myself to be successful in that as well.
It sounds like you were it two minds that on one hand things seemed quite 
20 unchangeable and at the same time there was some hope that things might work 
out somehow.
Yeah at times things didn’t seem so bad. Also the college was linked to the fact 
that I  was living in a new area. I  didn’t know many people which added to the 
25 problem and I  couldn’t really relate to anyone.
It was difficult to talk to people about what was going on?
Yes. I  had a boyfriend but then we split up and the people I  worked with I  didn’t 
30 have a great deal in common with them.
Was there anything else that stopped you from talking to people?
I ’m always quite open about things. I f  it came up I  would have felt ok to talk about 
35 it, but then sometimes it made me feel a little bit like, well you know there’s no
answers, no one can really make you feel any different. It wasn’t that I  wouldn’t 
talk to people about it it was just like you’d go to the trouble o f talking about it 
and make yourself upset again and then you’ve put a dampener on someone else’s 
evening so then it’s like what’s the point? It hasn ’t changed anything for me. I ’m 
40 still got to deal with all this.
You mentioned it was your Mum that suggested you go to the GP, and I’d like to 
ask you about that in a while, but did you have any ideas about any things that 
could help you at that point.
45
Well my mum is a nurse so I  did know a little bit about the system, I  was aware o f 
the GP but I  didn’t pursue it because I  didn’t want to see anyone official, anyone 
professional about the problem. I f  they agreed with me or gave it a name. I ’d have 
a name for it but still be in the same situation. Ijust felt that like I  wasn’t ready to 
50 cross that point. Also I  thought well am I  being a drama queen by going to see the
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GP and saying all this is happening to me, you know do Ijust need to get on with it 
and deal with it myself.
Something didn’t quite fit?
5
Yeah I  wasn’t really aware that the problem was encroaching on my life as much 
as it was. It wasn’t until you speak to an outside person, an objective person that 
you get that view, or just by talking to someone who can listen professionally, then 
you feel like it’s a big deal. It wasn’t really until someone said to go to the GP, 
10 but for me to go off my own bat would have made me think I  was making too much
o f it. I  didn’t really believe. I  still wasn’t sure i f  my problem was worthy o f a 
GP’s attention or whether I  was just being mature and silly.. So the fact that 
someone else suggested it to me confirmed what I  was already aware o f and 
maybe that’s what helped me think that someone thinks I  should go so maybe it’s 
15 ok to go to the GP about it.
You said that you had some thoughts about giving your problems a name, can you 
tell me a little more about that?
20 Yeah, because again drawing back on my Mum working as a nurse, I  don’t want to 
be labelled as a depressive or as clinically depressed because then you ’re like in a 
system and it stays with you and how long is that name going to be associated 
with you?.
25 What is bad about that name do you think?
Because o f the connotations o f it. There’s something wrong With you that you 
can’t deal emotionally or mentally with life really, and that that means that you ’re 
not a failure as such but you ’re inadequate then.. You know the majority ofpeople 
30 can deal with you know a lot worse happens to other people, bigger than maybe 
your parents getting divorced, which isn’t a small thing but it the whole grand 
scheme o f things it’s not that big a deal o f all the shit things life can throw at you. 
I  don’t know, I  didn’t want to think o f myself as a depressive or depressed because 
I  was worried it might exaggerate the situation and I ’d be right and justified in 
35 wallowing in it and crying all the time rather that trying to just get on with it.
It would in some ways give you less hope ..(interrupts)
Yeah, whereas before you have a label you just feel a bit down in the dumps like 
40 you ’re going through a bit o f a bad phase and you ’II come out o f the other end. 
The minute you get a label, is that me forever? I f  someone officially says to you 
‘You have depression ’ there’s that fear that wow you ’re at this age and you ’re 
getting these sorts o f things now, what chance have I  got in the long term Am I  
always going to get depressed? Am I  susceptible to post-natal depression, or 
45 other depression? There was an element o f not wanting to face up to those fears.
Can you tell me about when your Mum suggested going to the GP? Why do you 
think she did that?
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Because she was at the end o f her tether and I ’m sure she was worrying about me, 
worrying about the fact that I  hadn’t sorted myself out after so many months and I  
that it was still going on. I  think she was at a loss o f what to say to me any more. 
No matter how she tried to give me advice and support I ’d always find a negative 
like 7 can’t do that’ you know like put barriers up to her solutions. Once she said 
about going to the GP, there was no argument there. We were in agreement that 
that was the right way to go. Somebody else saying it, it was like right ok.
What did she think you would get from the GP do you think?
Well I  think her reasons for sending me to the GP was to make her not so worried 
about me, that somebody professional was looking after me and my problems. 
Maybe she thought she might be able to absolve herself o f some responsibility, you 
know the emotional drain may have been less with someone else involved. I  think 
15 her expectation was just that it was the only option really , I  wasn’t coming
through the other end o f this it wasn’t just a bad patch and my behaviour was so
extreme sometimes and my emotions were so you know going to extremes all the 
time. You want to go and sort it out you know.
20 So you made an appointment to see the GP, how did that make you feel?
Um, I  was very nervous about gong to see the doctor, it wasn’t a doctor I  knew
either. I ’d not really spoken to them before, you know only about prescriptions 
for the pill and to suddenly sort o f go in there and you know when your walking 
25 into the doctor’s office and it’ll be like ‘hello what can I  do for you?’ and you
have to somehow steer the normal conversation round to the fact that you ’re 
constantly crying and it’s quite difficult to and nerve racking how I  was going to 
get across my point to him without him making assumptions about me. You know 
like sometimes you worry about going to the doctors and them just making their 
30 own ideas up based on a few snippets o f what you’ve said rather that hearing the
big picture... um so I  was quite anxious about getting my point across really about 
explaining it properly to him and not walking away from that appointment without 
feeling a bit pissed off with myself .....you know 7 should have said this or I  
shouldn’t have said that ’ so I  was a bit worried. I  sort o f saw it as my one chance 
35 really and I  was quite keen to make sure I  took that chance properly and made him 
listen to what I  had to say rather than hi just dismissing me which was also what I  
was frightened of. He might laugh at me, well maybe not laugh, but maybe just be 
a bit dismissive o f me o f what I  was saying when it was a really big deal to me.
40 What did you actually say to the GP?
Um, I  started off just by telling him that I  didn’t think I  was dealing with things 
very well, um and gave him some examples you know like crying all the time and 
feeling angry and upset. I  actually cried when I  was in the appointment so he 
45 obviously saw the extent o f how I  was feeling and stuff and it was genuine. I  just 
told him what I ’ve told you pretty much how Ifeeling and how I  didn’t feel I  could 
cope with things and how I  just didn’t know what to do. I  think he sensed that I  
was at a bit o f a loss.
50 What did he say to you, can you remember?
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Um he tried to work out how long it had been going on for and get a clearer idea 
o f you know what things had happened. So to get a picture o f what I ’d been going 
through.
5
So you sort of worked through the symptoms that you had and how long it had 
been going on for. Do you feel that the GP understood?
I  don’t know. I  think he appreciated the problem, but I  don’t know if  he 
10 understood me you know. There’s that things with doctors you know can they
really understand you? You know a person o f my age talking to him, you can’t
imagine he understood me as a person but I  think he appreciated the problem and 
in the context o f what was going on.
15 When you were actually talking to the GP, how did you feel?
He comforted me straight away about those fears because he did seem to listen 
and he did ask questions and he did seem to take on board the things I  was saying. 
It was quite reassuring really. His immediate reaction was a bit different to a 
20 normal reaction just about a repeat prescription or something; he did put me at
ease and let me say what I  needed to say.
Did he say anything that surprised you?
25 Yes, he suggested having counselling. I  wasn’t expecting that, I  don’t know what I  
was expecting from him but I  wasn’t expecting that.
So you didn’t have a clear idea of what the GP would actually do.
30 Maybe I  was expecting a course o f tablets, o f antidepressants i f  he thought that
was what was wrong or even just a chat. I  think my main expectation was just a 
chat and then to go back again in a few weeks or months time to see what the 
problem was before he took any action. So it took me by surprise that he took 
action straight away.
35
40
How did he tell you about counselling, ean you remember what he said to you?
He asked how I ’d feel about talking about it. Maybe he sensed that I ’d got a lot 
from talking to him. Um and I  think that’s how counselling became an option.
Did you talk about tablets as well?
No not at the time.
45 Did you have any thoughts about tablets or not getting tablets?
No not really. His suggestion o f the counselling was good and it sounded much 
better than to stay isolated and just popping a few pills every morning. I  don’t 
know what his thoughts were really.
50
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Did he tell you anything about what counselling might be like, or involve?
Not really. He said I  would get more information from the counsellor directly.
5 Id he say anything which changed your view about what had happened to you?
No, he didn’t give much insight into what he thought caused them so no but I
suppose he did instil a bit o f hope in me that by taking on board that I  did have a 
genuine problem and I  would benefit from talking to someone about it. I  did not 
10 think that would be such a bad thing anymore, I  wasn’t too afraid by the fact 1 was
going into the system. It was quite a relief that I  would be listened to.
15
It seems that it was worth being in the system because things seemed a little bit 
more tangible now. (Interrupts)
Yeah definitely. Because i f  the way I  could talk to the doctor was quite easy and 
so having counselling for the future it, you know, it gave me a lot o f help to get my 
mind in order to deal with things a bit better.
20 Did the GP say anything that made you feel either better or worse?
Better because I  thought the course o f action was good for me too um and so it 
made me feel good, it made me feel good,
25 So even though perhaps he didn’t need to understand you as a person, he did have 
a good sense of what was wrong and what to do about it.
Yeah, yeah.
30 Did the GP actually give a name to what was happening to you?
He never gave it the word depression or whatever. He said maybe I  would benefit 
from counselling and that would have been the way forward that I  could speak to 
someone, an external person. So the word depression didn’t come up or at least i f  
35 it did I  can’t remember it you know. I  didn’t walk away thinking ‘oh my God I ’m 
depressed’. He may well have used that word um I  can’t really remember. I  
walked away thinking there is something wrong and I  did need some help.
40
So it gave you a perspective that you weren’t really expecting. 
Yes it did. I  felt like I  didn’t have a black mark against my name.
So just so I’ve got this right, you walked out of the GP surgery feeling that you 
were going to get some help and the GP had given you an understandable way 
45 forward.
Yes.
How did it feel to be put on a waiting list for counselling? Did it change things at 
50 all?
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Um the only thing... I  think it sort o f upset me that I  had to wait. It was like being 
given a key to the door but I  had to wait several months before I  could open it. In 
one hand, he had given me hope when I  left the office, feeling quite elated almost 
that there was hope and a way forward. Having to wait on a waiting list, it was 
like how long do I  have to wait before I  can start dealing with this and getting on 
with my life.
That sounds quite frustrating.
Yes it was very frustrating really and it leads you back. When the elation is gone 
and you have to go back to work the next day it was really back in the 
doldrums....or when you have the next really emotional time it’s like you’re still 
dealing with it all on your own. So it didn’t really last very long, that positivity.
How did your symptoms change after you had seen the GP?
The goodfeeling was very short lived, then it was sort o f back to how it was really.
20 Has being on a waiting list changed the way you have dealt with your difficulties 
at all?
Um...(longpause) in some ways I  suppose. I  still have the motivation to want to 
be normal and to get right, to make things right in my life and not to be living like 
25 this but at the same token I  can’t deal with it now until I ’ve seen this person the 
counsellor, so it’s sort ofput me into a sort o f stagnant mind....
Sort of stuck?
30 Stuck yeah because I  didn’t have any clues or hints or tips o f how to start making 
things better while I ’m waiting. I t ’s like ok I ’ve just got to wait now in this same 
state until I  get an appointment. I  suppose partly I  didn’t have the responsibility to 
deal with my problems, I  had a reason to just shelve them, or not deal with them.
35 Would you have liked for things to be different?
I  would have liked to have seen a counsellor a lot sooner, a lot nearer to the 
doctors appointment, um...or at least some idea o f when that was going to happen 
so I  would have liked that bit to have been different.
40
What about the counselling itself, I know you still have a bit of a wait, but what 
are your thoughts about what will happen.
I ’m not really sure, it’s a bit o f the unknown to be honest with you. I  don’t know, 
45 I ’ve never been in that situation before so I  don’t know what to expect. I ’m just 
hoping that they can help me find the answers really, that’s all I  know. They ’re 
maybe not there to tell me what the answers are but maybe help me to find what 
the answers are.
50 They are hopefully going to help you to help yourself?
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Yeah basically yeah. I  don’t have any expectation that someone will make 
everything go away and I  don’t expect it will change quickly either. I  expect it will 
be a long process but I ’d like to get started in that process.
5
OK, I think that’s my questions finished. Thank you very much for your time 
today and for telling me about your experiences. Is there anything else that you 
would like to say which we haven’t covered, or anything you would like to ask?
10 No I  don’t think so I  think we’ve probably covered everything.
How have you found being interviewed today about these experiences?
Um..Iwas a bit nervous at first but it wasn’t that bad and it’s helped me to get my 
15 thoughts a bit clearer about the process that I ’m in at the moment and the point
that I ’m at. I  suppose it’s made me stop and think about what’s going on a bit 
really with everything. I t ’s made me a bit hopeful again.
Well thanks again for your time.
20
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